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TITLE 23 


PUBLIC UTILITIES AND REGULATED 
INDUSTRIES 


(CHAPTERS 1-29 IN VOLUME 22; CHAPTERS 30-59 IN 
VOLUME 23A; CHAPTERS 60-73 IN VOLUME 23B; 
CHAPTERS 88-117 IN VOLUME 24B) 


SUBTITLE 3. INSURANCE (CONT'D) 


CHAPTER. 

74. FRATERNAL BENEFIT SOCIETIES. 

75. HOSPITAL AND MEDICAL SERVICE CORPORATIONS. 

76. HEALTH MAINTENANCE ORGANIZATIONS. 

77. AUTOMOBILE CLUBS OR ASSOCIATIONS. 

78. BURIAL ASSOCIATIONS. 

79. INSURANCE POLICIES GENERALLY. 

80. _ INSURANCE POLICIES — SIMPLIFICATION. 

81. LIFE INSURANCE POLICIES AND ANNUITIES. 

83. GROUP LIFE INSURANCE AND ANNUITIES. 

84. STANDARD VALUATION LAW FOR LIFE INSURANCE AND ANNUITIES. 

85. ACCIDENT AND HEALTH INSURANCE. 

86. GROUP AND BLANKET ACCIDENT AND HEALTH INSURANCE. 

87. MODEL ACT FOR THE REGULATION OF CREDIT LIFE INSURANCE AND 
CREDIT DISABILITY INSURANCE. 


SUBTITLE 3. INSURANCE (CONT’D) 


CHAPTER 74 
FRATERNAL BENEFIT SOCIETIES 


SUBCHAPTER. 
7. MISCELLANEOUS. 


SUBCHAPTER 7 — MISCELLANEOUS 


SECTION. 
23-74-705. Applicability of other code 
provisions. 


23-74-705. Applicability of other code provisions. 


In addition to the provisions contained in this chapter, the following 
provisions of this code shall also apply to fraternal benefit societies to 
the extent as applicable: 

(1) Sections 23-60-101 — 23-60-108 and 23-60-110, general provi- 
sions; 
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(2) Section 23-61-101 et seq., § 23-61-201 et seq., and § 23-61-301 et 
seq., the State Insurance Department; 

(3) Section 23-61-401, license and miscellaneous fees; 

(4) Section 23-65-101 et seq., the Unauthorized Insurers Process Act, 
§ 23-65-201 et seq., and the Surplus Lines Insurance Law, § 23- 65- 301 
et seq., unauthorized insurers and surplus lines; 

(5) Sections 23-66-501 — 23-66-513, fraudulent i insurance acts; 

(6) Sections 23-68-101 — 23-68-113 and 23-68-115 — 23-68-132, 
rehabilitation and liquidation; and 

(7) Section 23-79-208, damages and attorney’s fees on loss claims. 


History. Acts 1989, No. 881, § 1; 2021, “the Unauthorized Insurers Process Act” 
No. 367, § 20. and “the Surplus Lines Insurance Law’; 
Amendments. The 2021 amendment and inserted (5) and redesignated former 
substituted “the provisions” for “those” in (5) and (6) as (6) and (7). 
the introductory language; in (4), inserted 


CHAPTER 75 
HOSPITAL AND MEDICAL SERVICE CORPORATIONS 


SECTION. SECTION. 
23-75-102. Applicability of other laws. 23-75-122. Conversion to legal reserve 
23-75-111. Subscription contracts. mutual life insurer. 


23-75-120. Tax exemptions. 


23-75-102. Applicability of other laws. 


The corporations described in § 23-75-101 are subject to the follow- 
ing chapters and provisions of this code, to the extent applicable and not 
in conflict with the express provisions of this chapter: 

(1) Sections 23-60-101 — 23-60-108 and 23-60-110, referring to scope 
of code; 

(2) Section 23-61-101 et seq., § 23-61-201 et seq., and § 23-61-301 et 
seq., referring to the Insurance Commissioner; 

(3) Sections 23-63-102 — 23-63-104, 23-63-201 — 23-63-216, and 
23-63-301 — 23-63-304, referring to registration of registered agents for 
service of process; 

(4) Section 23-63-901 et seq., referring to administration of deposits; 

(5) Section 23-63-1501 et seq., referring to risk-based capital; 

(6) Section 23-64-101 et seq., referring to insurance producers, 
agents, brokers, and adjusters; 

(7) The Trade Practices Act, § 23-66-201 et seq., §§ 23-66-301 — 
23-66-306, 23-66-308 — 23-66-311, 23-66-3138, 23-66-314, and 23-66-501 
— 23-66-513, referring to trade practices and frauds; 

(8) Section 23-63-601 et seq. and §§ 23-84-101 — 23-84-11], refer- 
ring to assets and liabilities; 

(9) Section 23-68-101 et seq., referring to rehabilitation and liquida- 
tion; 

(10) Section 23-69-142, referring to mergers and acquisitions; 
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(11) Sections 23-85-101 — 23-85-131, referring to accident and 
health insurance policies; 

(12) Sections 23-86-101 — 23-86-104, 23-86-106, 23-86-108, and 
23-86-109, referring to group and blanket accident and health insur- 
ance; 

(13) Sections 23-79-101 — 23- 79. 107, 23-79-109 — 23-79-128, 23-79- 
131 — 23-79-134, and 23-79-202 — 23- 79-210, referring to insurance 
contracts; 

(14) Section 23-69-134, referring to home office and records; penalty 
for unlawful removal of records; and 

(15) Section 23-69-156, referring to a seeelnche of unused corpo- 
rate charters. 


History. Acts 1959, No. 148, § 690; | Amendments. The 2021 amendment, 
1971, No. 127, § 2; 1977, No. 789, § 8; in (7), added “The Trade Practices Act” 
1981, No. 809, 8§ 18-20; 1983, No. 522, and substituted “23-66-314, and 23-66- 
§§ 37, 38; A.S.A. 1947, § 66-4920; Acts 501 — 23-66-513” for “and 23-66-314”. 
2001, No. 580, § 21; 2001, No. 1454, § 2; / 

2001, No. 1604, § 75; 2011, No. 760, § 12; 
2021, No. 367, § 21. 


23-75-111. Subscription contracts. 


(a)(1) All rates charged by the corporation to subscribers or classes of 
subscribers having contracts covered by §§ 23-85-101 — 23-85-131, and 
the form and content of all contracts between the corporation and its 
subscribers, classes of subscribers, or groups of subscribers, and the 
certificates issued by the corporation representing their subscribers’ 
agreements shall be subject at all times to the prior approval of the 
Insurance Commissioner. 

(2) Application for approval shall be made to the commissioner in 
such form and shall set forth such information as the commissioner 
may require. 

(3) Rates shall not be excessive, inadequate, or unfairly discrimina- 
tory in relation to the services offered. 

(4)(A) Upon the commissioner’s review of an application at any time, 

if the applicant requests a hearing, the commissioner shall hold a 

hearing before issuing an order of disapproval. The applicant shall be 

given not less than ten (10) days’ written notice of the hearing. The 
notice shall specify the matters to be considered at the hearing. 

(B) If after the hearing provided by subdivision (a)(4)(A) of this 
section the commissioner finds that the application or a part thereof 
does not meet the requirements of this code, the commissioner shall 
issue an order specifying in what respects he or she finds that it fails. 
Notice thereof shall immediately be served on the applicant, either 
personally or by mail. Within thirty (30) days after the date of such a 
notice, the applicant may apply to the Pulaski County Circuit Court 
to show cause why the action of the commissioner should be set aside 
and the application approved. 
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(b)(1) In any hospital service corporation contract, any medical 
service corporation contract, or any hospital and medical service 
corporation contract, whether group or individual, that contains a 
provision whereby coverage of a dependent in a family group termi- 
nates at a specified age, there shall also be a provision that coverage of 
an unmarried dependent who is incapable of sustaining employment by 
reason of intellectual and developmental disability or physical disabil- 
ity, who became so incapacitated prior to the attainment of nineteen 
(19) years of age and who is chiefly dependent upon the contract holder 
or certificate holder for support and maintenance, shall not terminate, 
but coverage shall continue so long as the contract or certificate 
remains in force and so long as the dependent remains in such a 
condition. 

(2) At the request and expense of the corporation, proof of the 
incapacity and dependency must be furnished to the corporation by the 
contract or certificate holder at least thirty-one (31) days before the 
child’s attainment of the limiting age, and, subsequently, as may be 
required by the corporation, but not more frequently than annually, 
after the two-year period following the child’s attainment of the limiting 


age. 

(c)(1) Each contract shall plainly state the services to which the 
subscriber is entitled and those to which the subscriber is not entitled 
under the plan. 

(2) As to benefits provided on a service, instead of cash indemnity 
basis, the contract shall constitute a direct obligation of the hospitals 
and physicians with which or with whom the corporation has con- 
tracted for hospital or medical services. 

(3) A copy of the contract shall be delivered to the subscriber. 

(d)(1) The commissioner shall review filings as soon as reasonably 
possible after they have been made in order to determine whether they 
meet the requirements of this chapter. 

(2) Each filing shall be on file for a waiting period of thirty (30) days 
before it becomes effective. The period may be extended by the commis- 
sioner for an additional period not to exceed thirty (30) days if the 
commissioner gives written notice within the waiting period to the 
insurer which made the filing that the commissioner needs such 
additional time for the consideration of the filing. 

(3) Upon written application by the insurer, the commissioner may 
authorize a filing which the commissioner has reviewed to become 
effective before the expiration of the waiting period or any extension 
thereof. 

(4) A filing shall be deemed to meet the requirements of this chapter 
unless disapproved by the commissioner within the waiting period or 
any extension thereof. 


History. Acts 1959, No. 148, § 678; 1983, No. 522, § 49; A.S.A. 1947, § 66- 
1969, No. 263, § 5; 1971, No. 127, § 1; 4908; Acts 1997, No. 208, § 25; 2005, No. 
1975, No. 404, § 4; 1975, No. 642, § 2; 1962, § 108; 2019, No. 1035, § 50. 

1975, No. 649, § 4, 8; 1979, No. 906, § 1; A.C.R.C. Notes. Acts 2017, No. 255, 
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§ 1, provided: “Legislative intent and pur- 
pose. The General Assembly hereby ac- 
knowledges that many of the laws relating 
to individuals with disabilities are anti- 
quated, functionally outmoded, deroga- 
tory, and ambiguous or are inconsistent 
with more recently enacted provisions of 
the law. Consequently, it is the intent of 


this act to clarify the relevant chapters of 
Titles 1, 6, 9, 18, 14, 16, 17, 20, 22, 23, and 
27 of the Arkansas Code of 1987 Anno- 
tated.” 

Amendments. The 2019 amendment 
substituted “intellectual and developmen- 
tal disability” for “mental retardation” in 


(b)(1). 


the General Assembly and the purpose of 


23-75-120. Tax exemptions. 


(a) Every corporation doing business pursuant to this chapter is 
declared to be a nonprofit and benevolent institution. 

(b) The corporations are exempt from state, county, district, munici- 
pal, and school tax, including the taxes prescribed by this code, and 
excepting only tax on net direct written premiums under § 23-75-119 
and § 26-57-601 et seq. and applicable fees prescribed by § 23-61-401 
and other sections of this code, or the Insurance Commissioner’s rules 
applicable to hospital and medical service corporations, and taxes on 
real and tangible personal property situated in this state. 


Amendments. The 20 19 amendment 
deleted “and regulations” following “rules” 
in (b). 


History. Acts 1959, No. 148, § 688; 
A.S.A. 1947, § 66-4918; Acts 1995, No. 
408, § 2; 2019, No. 315, § 2696. 


23-75-122. Conversion to legal reserve mutual life insurer. 


(a) A hospital and medical service corporation, as defined in § 23- 
75-101, may be converted to a legal reserve mutual life insurer, as 
defined in § 23-69-102, under a plan or procedure which shall be 
approved by the order of the Insurance Commissioner. 

(b) The commissioner shall approve any such plan or procedure if he 
or she finds that the plan: 

(1) Would not be contrary to law and would not be contrary to the 
interests of subscribers or contract holders or to the public; 

(2) Has been approved by the corporation in accordance with its 
articles of incorporation, bylaws, and with the law; 

(3) Provides for definite conditions to be fulfilled by a designated 
early date upon which the mutualization will be deemed effective; and 

(4) Provides for the protection of all existing contractual rights of the 
corporation’s subscribers or contract holders for medical and hospital 
service or case or claims for reimbursement therefor, and for the 
mutualizing insurer to assume, without reincorporation, all assets and 
liabilities of the corporation. 

(c) Upon conversion, the corporation will have the minimum surplus 
required of legal reserve mutual life insurers. 

(d) Upon completion of its conversion to a legal reserve mutual life 
insurer as provided in this section, the corporation shall be subject to 
and comply with all laws and rules applicable to legal reserve mutual 
life insurers. 
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(e) The corporation shall have the period of time which shall be 
specified in the commissioner’s order to complete its conversion to a 
legal reserve mutual life insurer. 


History. Acts 1985, No. 997, §§ 1-3; Amendments. The 2019 amendment 
A.S.A. 1947, §§ 66-4922 — 66-4924; Acts substituted “rules” for “regulations” in (d). 
2019, No. 315, § 2697. 


CHAPTER 76 
HEALTH MAINTENANCE ORGANIZATIONS 


SECTION. SECTION. 

23-76-103. Applicability of Arkansas In- 23-76-107. Establishment. 
surance Code and laws 23-76-109. Powers — Definition. 
concerning hospital and 23-76-118. [Repealed.] 


medical service corpora- 23-76-119. Prohibited practices — Defini- 
tions. tion. 

23-76-104. Arkansas Insurance Code sec-  93.76.190. Regulation of agents — Defi- 
tions applicable to health | hatitnn 
maintenance organiza- 23-76-125. Rules. 
tions. 


23-76-1003. Applicability of Arkansas Insurance Code and laws 
concerning hospital and medical service corpora- 
tions. 


(a)(1) Except as otherwise provided in this chapter, provisions of the 
insurance law and provisions of hospital and medical service corpora- 
tion laws shall not be applicable to any health maintenance organiza- 
tion granted a certificate of authority under this chapter. 

(2) Subdivision (a)(1) of this section shall not apply to an insurer or 
hospital and medical service corporation licensed and regulated pursu- 
ant to the insurance laws or the hospital and medical service corpora- 
tion laws of this state, except with respect to its health maintenance 
organization activities authorized and regulated pursuant to this 
chapter. 

(b) The provisions of this chapter, the Arkansas Insurance Code, and 
the law concerning hospital and medical service corporations, § 23-75- 
101 et seq., shall not be applicable to any nonprofit vision service plan 
corporation composed of at least fifty (50) participating licensed optom- 
etrists or ophthalmologists licensed by the State of Arkansas to provide 
vision care services on a prepaid basis, when each licensed optometrist 
or ophthalmologist is subject to the rules of the professional’s respective 
state board, and when each participating licensed optometrist or 
ophthalmologist agrees to assume responsibility for completion of the 
provisions of the vision care services contracted for, so that no element 
of risk is incurred by any subscriber group or person. 

(c) This chapter does not apply to a: 

(1) Healthcare sharing ministry as defined in § 23-60-104(b); or 

(2) Direct healthcare agreement as defined in § 23-60-104(b). 
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History. Acts 1975, No. 454, § 15; 
A.S.A. 1947, § 66-5215; Acts 1999, No. 
881, § 10; 2001, No. 1605, § 1; 2013, No. 
1163, § 2; 2015, No. 101, § 2; 2017, No. 
1020, § 2; 2019, No. 315, § 2698; 2021, 
No. 381, § 2. 

Amendments. The 2017 amendment 
substituted “Direct primary care agree- 


23-76-104 


ment” for “Concierge service arrange- 
ment” in (c)(2). 

The 2019 amendment deleted “and 
regulations” following “rules” in (b). 

The 2021 amendment substituted 
“Healthcare” for “Health care” in (c)(1); 
and substituted “healthcare” for “primary 
care” in (c)(2). 


23- 76-104. Arkansas Insurance Code sections applicable to 
health maintenance organizations. 


(a) Except to the extent that the Insurance Commissioner deter- 
mines that the nature of health maintenance organizations, healthcare 
plans, and evidences of coverage render such sections clearly inappro- 
priate, the following sections are applicable to health maintenance 
organizations: 

(1) Sections 23-60-101 — 23-60-108 and 23-60-110, referring to scope 
of the Arkansas Insurance Code; 

(2) Section 23-61-101 et seq., § 23-61-201 et seq., and § 23-61-301 et 
seq., referring to the Insurance Commissioner; 

(3) Sections 23-63-102 — 23-63-104, § 23-63-201 et seq., general 
provisions, and § 23-63-301 et seq., referring to service of process, a 
registered agent as process agent, serving legal process, and time to 
plead; 

(4) Section 23-63-601 et seq., referring to assets and liabilities, and 
§ 23-63-901 et seq., referring to administration of deposits; 

(5) Section 23-63-1501 et seq., referring to risk-based capital require- 
ments; 

(6) Section 23-64-101 et seq., § 23-64-201 et seq., and § 23-64-501 et 
seq., referring to agents, brokers, solicitors, and adjusters; 

(7) The Trade Practices Act, § 23-66-201 et seq.; §§ 23-66-301 — 
23-66-306 and 23-66-308 — 23-66-314; and § 23-66-501 et seq., refer- 
ring to trade practices and frauds; 

(8) Section 23-68-101 et seq., referring to rehabilitation and liquida- 
tion; 

(9) Section 23-69-134, referring to home office and records and the 
penalty for unlawful removal of records; 

(10) Section 23-69-156, referring to extinguishing unused corporate 
charters; 

(11) Sections 23-75-104, 23-75-105, and 23-75- 116, referring to hos- 
pital and medical service corporations: 

(12) Sections 23-79-101 — 23-79-107, 23-79-109 — 23-79-128, 23-79- 
131 — 23-79-134, and 23-79-202 — 23-79-210, referring to insurance 
contracts; 

(13) Sections 23-85-101 — 23-85-1382, 23-85-134, and 23-85-136, 
referring to individual accident and health insurance; 

(14) Sections 23-86-101 — 23-86-104, 23-86-106, 23-86-108 — 23-86- 
111, 23-86-113 — 23-86-117, 23-86-119, 23-86-120, § 23-86-201 et seq., 
§ 23-86-301 et seq., and § 23-86-401 et seq., referring to blanket and 
group accident and health insurance; 
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(15) Section 23-99-201 et seq., § 23-99-301 et seq., § 23-99-401 et 
seq., § 23-99-501 et seq., § 23-99-601 et seq., and § 23-99-701 et seq., 
referring to healthcare providers; 

(16) Section 23-64-515, referring to notice of termination of appoint- 
ment; and 

(17) The Arkansas Life and Health Insurance Guaranty Association 
Act, § 23-96-101 et seq., referring to the Arkansas Life and Health 
Insurance Guaranty Association. 

(b)(1) Ahealth maintenance organization domiciled or applying to be 
domiciled in this state may elect to be subject to the Insurance Holding 
Company Regulatory Act, § 23-63-501 et seq., by: 

(A) Written notice in its application at the time the health main- 
tenance organization applies to be domiciled in Arkansas; or 

(B) Providing thirty (30) days’ prior written notice to the commis- 
sioner if the health maintenance organization was domiciled in 
Arkansas on March 22, 2007. 

(2) An election under this subsection: 

(A) Shall not be revoked; 

(B) Requires that if a modification is required to be reported or 
filed under the Insurance Holding Company Regulatory Act, § 23- 
63-501 et seq., the health maintenance organization shall comply 
with the provisions concerning notice of major modifications to the 
operation of the health maintenance organization under the Insur- 
ance Holding Company Regulatory Act, § 23-63-501 et seq., instead 
of the provisions concerning notice of major modifications to the 
operation of the health maintenance organization under § 23-76- 
107(d); and 

(C) Does not affect the duty of a health maintenance organization 
to make any other filing required under § 23-76-107(d) that is not 
required by the Insurance Holding Company Regulatory Act, § 23- 
63-501 et seq. 

(c) If a health maintenance organization does not elect to be Buieet 
to the Insurance Holding Company Regulatory Act, § 23-63-501 et seq., 
it shall be subject to § 23-69-142 regarding mergers, consolidations, 
and acquisitions. 


History. Acts 1975, No. 454, § 25; 
1983, No. 624, § 2; A'S.A. 1947, § 66- 


substituted “The Trade Practices Act, 
§ 23-66-201 et seq.; §§ 23-66-301 — 23- 


5225; Acts 1999, No. 624, § 3; 2001, No. 
1605, § 2; 2007, No. 429, § 2; 2011, No. 
760, § 13; 2013, No. 355, § 11; 2017, No. 
283, § 17; 2019, No. 520, § 1. 
Amendments. The 2017 amendment 


23-76-107. Establishment. 


66-306 and 23-66-308 — 23-66-314; and 
§ 23-66-501 et seq.” for “Section 23-66- 
201 et seq., §§ 23-66-301 — 23-66-306, 
and 23-66-308 — 23-66-314” in (a)(7). 
The 2019 amendment added (a)(17). 


(a)(1) Any person that meets the requirements of § 23-76-102(9) 
may apply to the Insurance Commissioner for and obtain a certificate of 
authority to establish and operate a health maintenance organization. 
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(2) No person shall establish or operate a health maintenance 
organization in this state, nor sell or offer to sell, nor solicit offers to 
purchase or receive advance or periodic consideration in conjunction 
with a health maintenance organization without obtaining a certificate 
of authority under this chapter. 

(3) The corporation must have the express authority to operate a 
health maintenance organization contained in its articles of incorpora- 
tion. Incorporation shall not be required of any entity that has been 
issued a certificate of authority prior to March 30, 1987. 

(b)(1) Every health maintenance organization, as of July 9, 1975, 
shall submit an application for a certificate of authority under subsec- 
tion (c) of this section within sixty (60) days of July 9, 1975. 

(2) Each applicant may continue to operate until the commissioner 
acts upon the application. 

(3) In the event that an application is denied under § 23-76-108, the 
applicant shall henceforth be treated as a health maintenance organi- 
zation whose certificate of authority has been revoked. 

(c) Each application for a certificate of authority shall be verified by 
an officer or authorized representative of the applicant, shall be in a 
- form prescribed by the commissioner, and shall set forth or be accom- 
panied by the following: 

(1) A copy of the basic organizational document, if any, of the 
applicant, such as the articles of incorporation, articles of association, 
partnership agreement, trust agreement, or other applicable docu- 
ments, and all amendments thereto; 

(2) A copy of the bylaws, rules, or similar document, if any, regulating 
the conduct of the internal affairs of the applicant; 

(3) Alist of the names, addresses, and official positions of the persons 
who are to be responsible for the conduct of the affairs of the applicant, 
including all members of the board of directors, board of trustees, 
executive committee, or other governing board or committee, the 
principal officers in the case of a corporation, and the partners or 
members in the case of a partnership or association; 

(4) Acopy of any contract made or to be made between any providers 
or persons listed in subdivision (c)(3) of this section and the applicant; 

(5) A statement generally describing the health maintenance orga- 
nization, its healthcare plans, facilities, and personnel]; 

(6) A copy of the form of evidence of coverage to be issued to the 
enrollees; 

(7) Acopy of the form of the group contract, if any, that is to be issued 
to employers, unions, trustees, or other organizations; 

(8)(A) Financial statements showing the applicant’s assets, liabili- 

ties, and sources of financial support. 

(B) If the applicant’s financial affairs are audited by independent 
certified public accountants, a copy of the applicant’s most recent 
regular certified financial statement shall be deemed to satisfy this 
requirement unless the commissioner directs that additional or more 
recent financial information is required for the proper administration 
of this chapter; | 
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(9) A financial feasibility plan that includes: 

(A) Detailed enrollment projections; | 

(B) The methodology for determining premium rates to be charged 
during the first twelve (12) months of operation certified by an 
actuary or other qualified person; 

(C) A projection of balance sheets; 

(D) Cash flow statements showing any capital expenditures, pur- 
chase and sale of investments and deposits with the state, and 
income and expense statements anticipated from the start of opera- 
tions until the health maintenance organization has had net income 
for at least one (1) year; and 

(E) Astatement as to the source of working capital as well as any 

other sources of funds; 
(10)(A) On and after J anuary 1, 2003, a power of attorney executed 
by the applicant, if not domiciled in this state, and filed, along with a 
proper fee specified by the commissioner, with the commissioner’s 
office to register an Arkansas resident to serve as the true and lawful 
attorney of the applicant in and for this state upon whom may be 
served all lawful process in any legal action or proceeding against the 
health maintenance organization on a cause of action arising in this 
state. 

(B) In the event no registered agent has been chosen, the commis- 
sioner may be served until the appointment of an Arkansas-regis- 
tered agent for service of process has been entered upon the records 
of the commissioner; 

(11) Astatement or map reasonably describing the geographic areas 
to be served; 

(12) A description of the complaint procedures to be utilized as 
required under § 23-76-116; 

(13) Adescription of the procedures and programs to be implemented 
to meet the quality of healthcare requirements in § 23-76-108; 

(14) A description of the mechanism by which enrollees will be 
afforded an opportunity to participate in matters of policy and opera- 
tion under § 23-76-110(b); 

(15) Alist of the names and addresses of all providers with which the 
health maintenance organization has agreements; and 

(16) Such other information as the commissioner may require to 
make the determinations required in § 23-76-108. 

(d)(1) A health maintenance organization shall file a notice describ- 
ing any major modification of the operation set out in the information 
required by subsection (c) of this section unless otherwise provided for 
in this chapter. The notice shall be filed with the commissioner prior to 
the modification. If the commissioner does not disapprove within sixty 
(60) days of filing, the modification shall be deemed approved. 

(2) The commissioner shall promulgate rules exempting from the 
filing requirements of subdivision (c)(1) of this section those items the 
commissioner deems unnecessary. 
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History. Acts 1975, No. 454, § 3;A.S.A. Amendments. The 2019 amendment 
1947, § 66-5203; Acts 1987, No. 456,§ 22; deleted “and regulations” following “rules” 
1993, No. 901, § 35; 2001, No. 1605, § 3; in (c)(2) and (d)(2). 

2013, No. 1433, § 2; 2019, No. 315, 
§§ 2699, 2700. 


23-76-109. eat a — Definition. 


(a) The powers of a health maintenance organization include, but are 
not limited to, the following: ' 

(1) The purchase, lease, construction, renovation, operation, or 
maintenance of hospitals, medical facilities, or both, and their ancillary 
equipment, and the property as may reasonably be required for its 
principal office or for other purposes as may be necessary in the 
transaction of the business of the health maintenance organization; 

(2) The making of loans to a medical group under contract with it in 
furtherance of its program or the making of loans to a corporation or 
corporations under its control for the purpose of acquiring or construct- 
ing medical facilities and hospitals or in furtherance of a program 
providing healthcare services to enrollees; 

(3) The furnishing of healthcare services through providers which 
are under contract with the health maintenance organization; 

(4) The contracting with any person for the performance on its behalf 
of certain functions such as marketing, enrollment, and administration; 

(5) The contracting with an insurance company licensed in this state, 
or with a hospital or medical service corporation authorized to do 
business in this state, for the provision of insurance, indemnity, or 
reimbursement against the cost of healthcare services provided by the 
health maintenance organization; 

(6) The offering, in addition to basic healthcare services, of: 

(A) Additional healthcare services; 

(B) Indemnity benefits covering out-of-area or emergency services, 
and special services not provided on a direct service basis; and 

(C)G) Indemnity benefits on a point-of-service basis within such 
limits as may be prescribed by the Insurance Commissioner. 

(ii) As used in this section, the term “point-of-service” means 
indemnifying or paying on behalf of an enrollee for covered health- 
care services on a nonemergency, self-referred basis obtained from 
providers who are not employed by, under contract with, or otherwise 
affiliated with, the health maintenance organization, or services 
obtained from providers affiliated with the health maintenance 
organization without proper referrals; and 
(7) The contracting with providers located out of state who are 

properly licensed to render medical care in the jurisdiction in which 
such a provider is located. _ 
(b)(1)(A) A health maintenance organization shall file notice, with 
adequate supporting information, with the commissioner prior to 
each exercise of any power granted in subdivision (a)(1) or subdivi- 
sion (a)(2) of this section. 


23-76-118 
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(B) The commissioner shall disapprove the exercise of power if in 
his or her opinion it would substantially and adversely affect the 
financial soundness of: the health maintenance organization and 
endanger its ability to meet its obligations. 

(C) If the commissioner does not disapprove within sixty (60) days 
of the filing, the exercise of power shall be deemed approved. 

(2) The commissioner may promulgate rules exempting from the 
filing requirement of subdivision (b)(1) of this section those activities 


having a de minimis effect. 


History. Acts 1975, No. 454, § 5; A.S.A. 
1947, § 66-5205; Acts 1995, No. 1272, 
§ 16; 1999, No. 881, § 11; 2019, No. 315, 
§ 2701. 


23-76-118. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning protection against insolvency, was 
repealed by Acts 2021, No. 367, § 22, ef- 


Amendments. The 2019 amendment 
deleted “and regulations” following “rules” 
in (b)(2). 


derived from Acts 1975, No. 454, § 14; 
A.S.A. 1947, § 66-5214; Acts 1997, No. 
958, § 1; 2001, No. 1702, § 1. 


fective July 28, 2021. The section was 


23-76-119. Prohibited practices — Definition. 


(a) No health maintenance organization, or representative thereof, 
may knowingly cause or knowingly permit the use of advertising that is 
untrue or misleading, solicitation that is untrue or misleading, or any 
form of evidence of coverage that is deceptive. For purposes of this 
chapter: 

(1) Astatement or item of information shall be deemed to be untrue 
if it does not conform to fact in any respect that is or may be significant 
to an enrollee of, or person considering enrollment in, a healthcare plan; 

(2) A statement or item of information shall be deemed to be 
misleading, whether or not it may be literally untrue, if, in the total 
context in which the statement is made or the item of information is 
communicated, the statement or item of information may be reasonably 
understood by a reasonable person, not possessing special knowledge 
regarding healthcare coverage, as indicating any benefit or advantage 
or the absence of any exclusion, limitation, or disadvantage of possible 
significance to an enrollee of, or person considering enrollment in, a 
healthcare plan, if the benefit or advantage or absence of limitation, 
exclusion, or disadvantage does not in fact exist; and 

(3) An evidence of coverage shall be deemed to be deceptive if the 
evidence of coverage taken as a whole, and with consideration given to 
typography and format, as well as language, shall be such as to cause 
a reasonable person, not possessing special knowledge regarding 
healthcare plans and evidences of coverage therefor, to expect benefits, 
services, charges, or other advantages that the evidence of coverage 
does not provide or that the healthcare plan issuing the evidence of 
coverage does not regularly make available for enrollees covered under 
such evidence of coverage. 
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(b) An enrollee may not be cancelled or nonrenewed except for the 
failure to pay the charge for the coverage or for such other reasons as 
may be promulgated by the Insurance Commissioner. 

(c) Hotp HarMtess. 

(1) Every contract between a health maintenance organization and a 
participating provider of healthcare services shall be in writing and 
shall set forth that in the event the health maintenance organization 
fails to pay for healthcare services as set forth in the contract, the 
subscriber or enrollee shall not be liable to the provider for any sums 
owed by the health maintenance organization. 

(2) In the event that the participating provider contract has not been 
reduced to writing as required by this subsection or that the contract 
fails to contain the required prohibition, the participating provider 
shall not collect or attempt to collect from the subscriber or enrollee 
sums owed by the health maintenance organization. 

(3)(A) No participating provider or the provider’s agent, trustee, or 
assignee may maintain an action at law against a subscriber or 
enrollee to collect sums owed to them by the health maintenance 
organization nor shall they make any statement, either written or 
oral, to any subscriber or enrollee that makes demand for, or would 
lead a reasonable person to believe that a demand is being made for, 
payment of any amounts owed by the health maintenance organiza- 
tion. 

(B)G) If a participating provider has a pattern or practice of 
violating this subsection and continues to violate this subsection after 
the commissioner has issued a written warning to the participating 
provider, the commissioner may levy a penalty in an amount not less 
than one hundred fifty dollars ($150) nor more than one thousand five 
hundred dollars ($1,500). 

(ii) Before imposing the penalty, the commissioner shall send a 
written notice to the participating provider informing the provider of 
the right to a hearing pursuant to §§ 23-61-303 — 23-61-307. 

(4) “Participating provider” means a “provider” as defined in § 23- 
76-102(10) who, under an express or implied contract with the health 
maintenance organization or with its contractor or subcontractor, has 
agreed to provide healthcare services to enrollees with an expectation of 
receiving payment, other than copayment or deductible, directly or 
indirectly, from the health maintenance organization. 

(d)(1) Ahealth maintenance organization or its contractor or subcon- 
tractor may pay a claim for healthcare services by any lawful method, 
including the alternative payment method by gift card, credit card, or 
other type of electronic payment or virtual credit card as payment if the 
healthcare provider is given clear instructions about how to select the 
alternative payment method. | 

(2) However, a health maintenance organization or its contractor or 
subcontractor is prohibited from requiring a participating provider to 
accept: a gift card, credit card, or other type of electronic payment or 
virtual credit card as payment of a claim for healthcare services if the 
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method of payment charges the participating provider a service fee to 
process. Ete 


History. Acts 1975, No. 454, § 15;; Amendments. The 2019 amendment 
A.S.A. 1947, § 66-5215; Acts 2001, No. added (d). 
1702, § 2; 2019, No. 300, § 1. 


23-76-120. Regulation of agents — Definition. 


(a) After notice and hearing, the Insurance Commissioner may 
promulgate such reasonable rules as are necessary to provide for the - 
licensing of agents. 

(b) “Agent” means a person directly or indirectly associated with a 
healthcare plan who engages in solicitation or enrollment. 


- History. Acts 1975, No. 454, § 16; Amendments. The 2019 amendment 
A.S.A. 1947, § 66-5216; Acts 2019, No. deleted “and regulations” following “rules” 
315, § 2702. in (a). 


23-76-125. Rules. 


(a) After notice and hearing, the Insurance Commissioner may 
promulgate reasonable rules, not inconsistent with existing statutes of 
this state, as are necessary or proper to carry out the provisions of this 
chapter. 

(b) The rules shall be subject to review in accordance with § 23-61- 
307. 


History. Acts 1975, No. 454, § 21; substituted “Rule” for “Regulations” in the 
A.S.A. 1947, § 66-5221; Acts 2019, No. section heading; and deleted “and regula- 
315, § 2703. tions” following “rules” in (a) and (b). 

Amendments. The 2019 amendment 


CHAPTER 77 
AUTOMOBILE CLUBS OR ASSOCIATIONS 


SECTION. 

23-77-103. Penalty. 

23-77-105. Authority of Insurance Com- 
missioner to grant certifi- 
cates of authority and con- 
duct hearings. 


23-77-103. Penalty. 


(a) It shall be unlawful for any person, firm, association, copartner- 
ship, corporation, company, or other organization to organize, operate, 
or in any way solicit members for an automobile club or association or 
offer any of the motor club services as defined in § 23-77-101, except in 
the manner provided in this chapter and under the rules promulgated 
by the Insurance Commissioner. 
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(b) Any person, firm, association, copartnership, corporation, com- 
pany, or other organization violating the provisions of this section shall 


be guilty of a Class A misdemeanor. 


History. Acts 1955, No. 377, § 7;A.S.A. 
1947, § 75-1607; Acts 2005, No. 1994, 
§ 357; 2019, No. 315, § 2704. 


Amendments. The 2019 amendment 
deleted “and regulations” following “rules” 
in (a). 


23-77-105. Authority of Insurance Commissioner to grant cer- 
tificates of authority and conduct hearings. 


(a)(1) The Insurance Commissioner shall have full and complete 
authority to grant certificates of authority to automobile clubs or 
associations, to revoke the certificates, and to prescribe such rules as 
are reasonably necessary for the conduct of the business of the auto- 
mobile clubs or associations within the state and for carrying out the 
objects and purposes of this chapter. 

(2) In determining if a certificate of authority shall be issued, the 
commissioner shall take into consideration, along with all other factors, 
the name of the automobile club or association. If the name will 
interfere with the transactions of an automobile club or association 
already doing business in this state or is so similar to one already 
appropriated as to confuse or likely to mislead the public in any respect, 
the commissioner shall refuse to issue a certificate of authority. 

(b) The commissioner shall also have authority to conduct hearings 


as now provided under the insurance laws of the state. 


History. Acts 1955, No. 377, § 3;A.S.A. 
1947, § 75-1603; Acts 2019, No. 315, 


Amendments. The 2019 amendment 
deleted “and regulations” following “rules” 


§ 2705. in (a)(1). 
CHAPTER 78 
BURIAL ASSOCIATIONS 
SECTION. SECTION. 
23-78-101. Definitions. documents — Inspection 
23-78-102. Applicability. and audit. 
23-78-104. Penalty. 23-78-118. Books — False entries prohib- 
23-78-105. [Repealed.] ited. 
23-78-106. [Repealed.] 23-78-119. Records — Failure to main- 
23-78-107. [Repealed.] tain. 
23-78-108. [Repealed.] 23-78-120. Semiannual. reports. 
23-78-109. Burial associations under au- 23-78-121. Rules. 
thority, supervision, and 23-78-122. Disposition of collections. 
control of board. 23-78-123. Disposition of fees and 

23-78-110. Certificate of authority. charges. 
23-78-111. Fees — Oath at payment. 23-78-124. Revocation of certificate, li- 
23-78-113. Agent’s license required. cense, charter, etc. — 
23-78-115. Rules and bylaws. Hearing. 
23-78-116. Membership dues and assess- 23-78-125. Revocation of certificate, li- 

’ ments. cense, charter, etc. — Ap- 
23-78-117. Books, records, accounts, and peal. 


23-78-101 


SECTION. 

23-78-126. Plan for excess financial re- 
sources — Approval re- 
quired. 


A.C.R.C. Notes. Acts 2017, No. 788, 
§ 1, provided: “Abolition of the Arkansas 
Cemetery Board, the State Board of Em- 
balmers and Funeral Directors, and the 
Burial Association Board. 

“(a) The Arkansas Cemetery Board, 
State Board of Embalmers and Funeral 
Directors, and Burial Association Board 
are abolished, and their powers, duties, 
functions, records, personnel, property, 
unexpended balances of appropriations, 
allocations, or other funds are transferred 
to the State Insurance Department by a 
type 3 transfer under § 25-2-106. 

“(b)(1) For the purposes of this act, the 
State Insurance Department shall be con- 
sidered .a principal department estab- 


23-78-101. Definitions. 
As used in this chapter: 
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lished by Acts 1971, No. 38. 

“(2) All rules promulgated by the Ar- 
kansas Cemetery Board, the State Board 
of Embalmers and Funeral Directors, and 
the Burial Association Board in effect be- 
fore the effective date of this act [July 1, 
2018], are transferred as a matter of law 
to the State Insurance Department on the 
effective date of this act [July 1, 2018] and 
shall be considered an officially promul- 
gated rule of the State Board of Embalm- 
ers, Funeral Directors, Cemeteries, and 
Burial Services of the State Insurance 
Department.” 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


(1) “Association” or “burial association” means: 

(A) Any person, firm, association, copartnership, corporation, com- 
pany, or other organization which, from and after February 18, 1953: 

(i) Undertakes for consideration paid by or on behalf of its mem- 
bers to defray all or a part of the funeral expenses of the members; 

(ii) Furnishes or undertakes to furnish merchandise, supplies, and 
services or any other character of burial benefits to the members; or 

(iii) Issues a certificate which provides for the payment of funeral 
benefits to the members in services, merchandise, or supplies, includ- 
ing the services of funeral directors and embalmers; and 

(B) Every person, firm, association, copartnership, corporation, or 
company which, prior to February 18, 1953, has: 

(i) Undertaken for a consideration to pay money to. its contributors 
for the purposes of defraying all or part of the funeral expenses of a 


deceased person; 


(ii) Furnished or has undertaken to furnish supplies and services 
or any other character of burial benefits to the contributing person or 
to his or her beneficiaries or members of his or her family; or 

(iii) Issued any form of contract or certificate which, under its 
terms, provides for the payment of funeral benefits in money, ser- 
vices, or supplies, including the services of undertakers or embalm- 


ers; and 
(2) [Repealed.] 
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History. Acts 1953, No. 91, §§ 1, 2; 
1985, No. 679, § 1; A.S.A. 1947, 8§ 66- 
1801, 66-1802; Acts 2017, No. 788, § 67. 

Amendments. The 2017 amendment 
repealed former (2). 


23-78-102. Applicability. 


23-78-105 


Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


(a)(1) All burial associations organized or operating in the State of 


Arkansas as of February 18, 1953, shall be deemed in all respects to be 
organized or operating exclusively under the provisions of this chapter, 
and to have authority from the State Board of Embalmers, Funeral 
Directors, Cemeteries, and Burial Services to engage in their business. 

(2) A burial association under subdivision (a)(1) of this section shall 
be subject to the supervision, authority, and control of the board and 
subject to all the provisions of this chapter. 

(b) All burial associations organized in this state from and after 
February 18, 1953, shall organize exclusively under the provisions of 
this chapter and shall be subject to the authority, control, and super- 
vision of the board and to all of the provisions of this chapter. 


History. Acts 1953, No. 91, § 7; A.S.A. 
1947, § 66-1807; Acts 2017, No. 788, § 68. 
Amendments. The 2017 amendment 
redesignated former (a) as present (a)(1) 
and (a)(2); substituted “State Board of 
Embalmers, Funeral Directors, Cemeter- 


23-78-104. Penalty. 


ies, and Burial Services” for “Burial Asso- 
ciation Board” in (a)(1); and substituted 
“A burial association under subdivision 
(a)(1) of this section” for “They” in (a)(2). 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


(a) A person, firm, association, copartnership, corporation, company, 
or other organization shall not organize, operate, or in any way solicit 
members for a burial association, or for participation in any plan, 
scheme, or device similar to burial associations, except in the manner 
provided by this chapter and the rules promulgated by the State Board 
of Embalmers, Funeral Directors, Cemeteries, and Burial Services. 

(b) Any person, firm, association, copartnership, corporation, com- 
pany, or other organization violating the provisions of this section shall 
be guilty of a Class A misdemeanor. 


History. Acts 1953, No. 91, § 16;A.S.A. 
1947, § 66-1816; Acts 2005, No. 1802, § 1; 
2005, No. 1994, § 358; 2017, No. 788, 
§ 69. 

Amendments. The 2017 amendment, 
in (a), substituted “A” for “It shall be 
unlawful for any” and “shall not organize” 


23-78-105. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning the burial association board cre- 


for “to organize”, deleted “and _ regula- 
tions” following “the rules”, and substi- 
tuted “State Board of Embalmers, Fu- 
neral Directors, Cemeteries, and Burial 
Services” for “Burial Association Board”. 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


ation and members, was repealed by Acts 
2017, No. 788, § 70, effective July 1, 2018. 


23-78-106 
23-78-106. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning the burial association board pro- 


23-78-107. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning the burial association board office 


23-78-108. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning burial association board powers 
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ceedings, was repealed by Acts 2017, No. 
788, § 71, effective July 1, 2018. 


and employees, was repealed by Acts 
2017, No. 788, § 72, effective July 1, 2018. 


and duties, was repealed by Acts 2017, No. __. 


788, § 73, effective July 1, 2018. 


23-78-109. Burial associations under authority, supervision, 
and control of board. | 


All burial associations organized or operating in the State of Arkan- 
sas are under the authority, supervision, and control of the State Board 
of Embalmers, Funeral Directors, Cemeteries, and Burial Services. 


History. Acts 1953, No. 91, § 6; A.S.A. 
1947, § 66-1806; Acts 2017, No. 788, § 74. 
Amendments. The 2017 amendment 
substituted “are under” for “shall be un- 
der” and “State Board of Embalmers, Fu- 


neral Directors, Cemeteries, and Burial 
Services” for “Burial Association Board”. 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-110. Certificate of authority. 


(a) Applications for a certificate of authority shall be on forms 
furnished by the State Board of Embalmers, Funeral Directors, Cem- 
eteries, and Burial Services, and a burial association shall not begin 
operation until the application has been approved and the certificate of 
authority has been granted by the board. 

(b) The following documents and information shall be filed with the 
application for a certificate of authority: 

(1) Consent to service of process upon the secretary of the applicant; 

(2) Acopy of the proposed form of membership application, member- 
ship certificate, bylaws, and contracts for service, merchandise, sup- 
plies, and any other data requested by the board; 

(3) References as to character, ability, and integrity of the organizers 
and of any funeral director or embalmer with whom the applicant 
proposes to contract; 

(4) An application fee as determined by rule of the board; and 

(5)(A) Proof of a deposit to the association’s mortuary funds in an 

amount determined by rule of the board. 

(B) The deposit required under subdivision (b)(5)(A) of this section 
shall not exceed ten thousand dollars ($10,000). 

(c) If the board is satisfied that the applicant is qualified and meets 
the requirements of this chapter, the board shall issue to the applicant 
a certificate of authority. 
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History. Acts 1953, No. 91, § 8; A.S.A. 
1947, § 66-1808; Acts 2007, No. 583, § 1; 
2011, No. 875, § 2; 2017, No. 788, § 75. 

Amendments. The 2017 amendment, 
in (a), substituted “State Board of Em- 
balmers, Funeral Directors, Cemeteries, 


23-78-111 


tion. Board”, “a burial association shall 
not” for “no burial association shall”, “has 
been approved” for “shall have been ap- 
proved”, and “has been granted” for “shall 
have been granted”. 

Effective Dates. Acts 2017, No. 788, 


and Burial Services” for “Burial Associa- § 2: July 1, 2018. — 


23-78-111. Fees — Oath at payment. 


(a)(1) In order to meet the expense of supervision and of carrying out 
the other provisions of this chapter, the State Board of Embalmers, 
Funeral Directors, Cemeteries, and Burial Services may set license fees 
for burial associations subject to its jurisdiction as set forth in §. 23-78- 
109. | 

(2) The board shall collect the annual license fee from each burial 
association that is operating and in good standing on or before February 
15 of the year in which the license fee is payable. 

(b)(1) The fee shall be due and payable to the board not later than 
February 1 of each year, and upon payment of the fee, the board shall 
issue to each burial association a license that shall entitle the associa- 
tion to do business in the State of Arkansas during the calendar year for 
which the license is issued. 

(2) If the license fee for any year is not paid within thirty (30) days 
from the date upon which it is due, the board may revoke and cancel the 
authorization of the delinquent burial association to transact business 
in the State of Arkansas. 

(c) It shall be the duty of every burial association to certify under 
oath at the time of the payment of the license fee the true and correct 
membership of the burial association on January 1 of the applicable 
year. 

(d) If any officer or agent of any burial association knowingly makes 
any false statement with respect to the information required by this 
section to be furnished, he or she shall be guilty of a Class A 
misdemeanor. 

(e) The board shall have and is given the power and authority to 
reduce or increase, temporarily or permanently, the fees set forth in 
subsection (a) of this section if the board deems such an action 
advisable. 


History. Acts 1953, No. 91, § 14; 1973, 
No. 515, § 1; 1975, No. 380, § 1; 1979, No. 
244, § 1; 1981, No. 494, § 2; 1983, No. 
784, § 2; 1985, No. 480, § 1; A.S.A. 1947, 
§ 66-1814; Acts 1989, No. 344, § 1; 1995, 
No. 485, § 1; 2005, No. 1994, § 457; 2009, 
No. 552, § 1; 2011, No. 875, § 3; 2017, No. 
788, § 76. 


Amendments. The 2017 amendment 
substituted “State Board of Embalmers, 
Funeral Directors, Cemeteries, and 
Burial Services” for “Burial Association 
Board” in (a)(1). | 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 
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23-78-113. Agent’s license required. 


(a) Before an agent or representative represents a burial association 
in this state, the agent or representative shall first apply to the State 
Board of Embalmers, Funeral Directors, Cemeteries, and Burial Ser- 
vices for a license. | 

(b)(1) The board shall have full power and authority to issue the 
license upon proof satisfactory to the board that the person is capable of 
soliciting burial association memberships and is of good moral charac- 
ter and recommended by the association in behalf of which the 
membership solicitations are to be made. 

(2) The board may reject the application of any person who does not 
meet the requirements herein set out. 

(c) The board may revoke the license upon proof satisfactory to it 
that the licensed agent has violated any section of this chapter. 

(d) The license fee shall be ten dollars ($10.00), and the license must 
be renewed for each calendar year at the same fee. 

(e) It shall not be necessary that the president, vice president, or the 
secretary-treasurer of any burial association obtain a license for solic- 
iting memberships in any association of which the person is president, 
vice president, or secretary-treasurer. 

(f) Membership certificates shall not be issued by a solicitor in the 
field, but all applications shall be forwarded to the office of the 
association, and the certificates shall be issued there and a record made 
of the issuance at the time the certificate is issued. 


History. Acts 1953, No. 91, § 138; 1981, 
No. 494, § 1;A.S.A. 1947, § 66-1813; Acts 
2017, No. 788, § 77. 

Amendments. The 2017 amendment, 
in (a), substituted “Before an agent” for 
“Before any agent”, “represents a” for 
“shall or may represent any”, “the agent or 


23-78-115. Rules and bylaws. 


representative” for “he or she”, and “State 
Board of Embalmers, Funeral Directors, 
Cemeteries, and Burial Services” for 
“Burial Association Board”. 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


All burial associations shall have and maintain rules and bylaws in 
such form and with such contents as prescribed by the State Board of 
Embalmers, Funeral Directors, Cemeteries, and Burial Services. 


History. Acts 1953, No. 91, § 9; A.S.A. 
1947, § 66-1809; Acts 2017, No. 788, § 78. 
Amendments. The 2017 amendment 
substituted “prescribed by the State 
Board of Embalmers, Funeral Directors, 


Cemeteries, and Burial Services” for 
“shall be prescribed by the Burial Associa- 
tion Board”. 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-116. Membership dues and assessments. 


(a) From and after February 18, 1953, a burial association organized 
or operating in this state shall not issue a certificate providing benefits 
for a member for an assessment or membership dues less than the 
minimum assessment or minimum dues prescribed for the benefits by 


21 BURIAL ASSOCIATIONS 


23-78-118 


the State Board of Embalmers, Funeral Directors, Cemeteries, and 


Burial Services. 


(b) However, dues and assessments of the membership as of Febru- 
ary 18, 1953, shall not be changed by the board. 


History. Acts 1953, No. 91,§ 11;A.S.A. 
1947, § 66-1811; Acts 2017, No. 788, § 79. 
Amendments. The 2017 amendment, 
in (a), substituted “a burial association” 
for “no burial association”, “shall not issue 


a certificate” for “shall issue any certifi- 


cate”, and “State Board of Embalmers, 
Funeral Directors, Cemeteries, and 
Burial Services” for “Burial Association 
Board”. 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-117. Books, records, accounts, and documents — Inspec- 
tion and audit. 


(a) The books, records, accounts, and documents of all burial asso- 
ciations organized or operating in this state shall at all times be open 
for inspection, examination, and audit by the State Board of Embalm- 
ers, Funeral Directors, Cemeteries, and Burial Services, its agents and 
employees. 

(b)(1) Through its agents and employees, the board shall make 
examinations, from time to time, of all burial associations. 

(2)(A) If, at the time of an examination or audit, the board deter- 

mines that a burial association’s books, records, accounts, and 

documents are insufficient, unavailable, or in no condition to be 
examined or audited, the board may collect a fee not to exceed one 
thousand dollars ($1,000) and recover costs incurred, including the 
following: 

(i) Round trip mileage from the board office to the burial associa- 
tion, at the travel rate then prevailing for other state employees; and 

(ii) Per diem expenses at the travel rate then prevailing for other 
state employees. 

(B) Any fees or costs incurred shall not be payable from the burial 
association’s mortuary fund. 

(c) The board shall be audited from time to time by the Legislative 
Joint Auditing Committee. 


History. Acts 1953, No. 91, § 12; 1981, 
No. 360, § 2;A.S.A. 1947, § 66-1812; Acts 
1995, No. 485, § 2; 2017, No. 788, § 80. 

Amendments. The 2017 amendment 
substituted “State Board of Embalmers, 


Funeral Directors, Cemeteries, and 
Burial Services” for “Burial Association 
Board” in (a). 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-118. Books — False entries prohibited. 


A person or burial association official who knowingly makes or allows 
to be made a false entry on the books of the association with intent to 
deceive or defraud a member of the association or with intent to conceal 
the true condition of the association from the State Board of Embalm- 
ers, Funeral Directors, Cemeteries, and Burial Services or its agents or 
employees or any auditor authorized to examine the books of the 
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association under the supervision of the board is guilty of a Class A 
misdemeanor. 


History. Acts 1953, No. 91,§ 19;A.S.A. of Embalmers, Funeral Directors, Cem- 
1947, § 66-1819; Acts 2005, No. 1994, eteries, and Burial Services” for “Burial 


§ 360; 2017, No. 788, § 81. Association Board”, and “is guilty” for 
Amendments. The 2017 amendment “ghall be guilty”. 
substituted “A person” for “Any person”, Effective Dates. Acts 2017, No. 788, 


99 6 


“a false entry” for “any false entry”, “a  § 2: July 1, 2018. 
member” for “any member”, “State Board 


23-78-119. Records — Failure to maintain. 


(a) A burial association secretary or secretary-treasurer who fails to 
maintain records to the minimum standards required by the State 
Board of Embalmers, Funeral Directors, Cemeteries, and Burial Ser- 
vices shall be removed by the board from office and another elected by 
the association in his or her stead. 

(b) The election shall be immediately upon notice of the removal. 


History. Acts 1953, No. 91,§ 20;A.S.A. Cemeteries, and Burial Services” for 
1947, § 66-1820; Acts 2017, No. 788,§ 82. “Burial Association Board”. 
Amendments. The 2017 amendment, Effective Dates. Acts 2017, No. 788, 
in (a), substituted “A” for “Any” and “State § 2: July 1, 2018. 
Board of Embalmers, Funeral Directors, 


23-78-120. Semiannual reports. 


(a)(1) Using forms provided by the State Board of Embalmers, 
Funeral Directors, Cemeteries, and Burial Services, each burial asso- 
ciation or society licensed in this state shall file a semiannual report 
showing the actual financial condition of the burial association or 
society as of June 30 and December 31 of each year. 

(2) The report shall include documents and information as required 
by rule of the board. 

(b)(1)(A) The report required under this section is due as of June 30 

and December 31 each year. 

(B) A report is delinquent if: 

(i) It is due as of June 30, and it is filed with the board after 
September 15 of the year it is due; or 

(ii) It is due as of December 31, and it is filed with the board after 
March 15 of the year next following the year it is due. 

(2) If a due date under subdivision (b)(1) of this section falls on a 
weekend or holiday, the report shall be due on the first business day 
following the weekend or holiday. 

(3)(A) The board may grant an extension of time to submit a report 

for good cause. 

(B) A burial association or society shall file a request for an 
extension to the board in writing before the due date of the report. 
(4)(A) A report submitted to the board that omits required docu- 
ments or information shall not be considered as filed with the board 
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and will be returned to the burial association or society for corrections 


or completion. — 


(B) A report that omits required documents or information is 
delinquent if the submission of documents or information to complete 


the report: 


(i) Causes a report that is due as of June 30 to be filed with the 
board after September 15 of the year it is due; or 

(ii) Causes a report that is due as of December 31 to be filed with 
the board after March 15 of the year next following the year it is due. 

(5) A burial association or society whose report is delinquent is 
subject to a financial penalty established by rule of the board. 

(c) The board shall recover costs incurred in conducting audits and 
preparing the semiannual report from those associations which fail to 
file the report prior to the expiration of the deadline referred to in 
subsection (b) of this section. Costs to be recouped shall include: 

(1) Round-trip mileage from the board’s office to the association, at 
the rate then prevailing for other state employees engaged in travel; 

(2) Per diem expenses at the rate then prevailing for other state 


employees engaged in travel; 


(3) Plus a two-hundred-fifty-dollar fee for preparing the report. 


History. Acts 1953, No. 91, § 14; 1985, 
No. 480, § 2;A.S.A. 1947, § 66-1814; Acts 
2011, No. 875, § 4; 2017, No. 788, § 83; 
2021, No. 537, §§ 1, 2. 

Amendments. The 2017 amendment 
substituted “State Board of Embalmers, 
Funeral Directors, Cemeteries, and 
Burial Services” for “Burial Association 
Board” in (a)(1). 


23-78-121. Rules. 


-The 2021 amendment substituted “Sep- 
tember 15” for “August 15” in (b)(1)(B)G) 
and (b)(4)(B)G); and substituted “March 
15” for “February 15” in (b)(1)(B)Gi) and 
(b)(4)(B)(ai). 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


(a) The State Board of Embalmers, Funeral Directors, Cemeteries, 
and Burial Services shall make and promulgate reasonable rules for the 
administration of this chapter and for the purpose of carrying out the 


intent of this chapter. 


-(b) The rules promulgated under subsection (a) of this section have 


the full force and effect of statute. 


History. Acts 1953, No. 91, § 23;A.S.A. 
1947, § 66-1823; Acts 2017, No. 788, § 84. 

Amendments. The 2017 amendment 
redesignated the existing language as (a) 
and (b); in (a), substituted “State Board of 
Embalmers, Funeral Directors, Cemeter- 
ies, and Burial Services” for “Burial Asso- 
ciation Board”, deleted “and regulations” 


following “rules” and “the provisions of” 
preceding “this chapter” and substituted 
“of this chapter” for “thereof”; and substi- 
tuted “promulgated under subsection (a) 
of this section” for “and regulations shall” 
in (b). 

Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 
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23-78-122. Disposition of collections. 


(a)(1)(A) Seventy-five percent (75%) of the collections of any burial 

association or society shall be solely for the payment of benefits 

provided by membership certificates and shall not be used for the 
payment of operating expenses. 

(B) The annual license fee shall not be considered an operating 
expense, and the annual license fee may be paid from the mortuary 
fund. 

(2) However, subject to the reserve requirements established by the 
State Board of Embalmers, Funeral Directors, Cemeteries, and Burial 
Services, the association or society may invest any portion of the 
seventy-five percent (75%) of the collections not needed for the imme- 
diate payment of benefits or not needed for the reasonably anticipated 
payment of benefits in: 

(A) United States Treasury bonds, direct or indirect obligations of 
the United States Government; 

(B) Bonds, notes, debentures, or other obligations issued by an 
agency of the United States Government, the principal and interest of 
which are fully guaranteed by the United States Government, and 
mortgages on real estate which are fully guaranteed as to principal 
and interest by the United States Government or agency thereof; 

(C)(i) Preferred stocks of corporations created or existing under 
the laws of the United States or any state thereof. 

(11) However, the funds shall be invested only in preferred stocks 
designated as “A” rated or the equivalent by one (1) or more 
nationally recognized investment services, and approved by the 
board. 

(iii) Further, no more than fifteen percent (15%) of the total funds 
of any burial association or society available for investment shall be 
invested in preferred stocks; 

(D)i) Certificates of deposit of any state or national bank in 
Arkansas which are insured by the Federal Deposit Insurance 
Corporation. 

(1i)(a) However, if the contifich tex of deposit issued by the bank 
exceed the amount of the certificates of deposit insured by the Federal 
Deposit Insurance Corporation, the bank shall furnish to the asso- 
ciation or secretary and the board or the Insurance Commissioner 
evidence of the assignment of bonds or other securities issued by the 
State of Arkansas or the United States to secure the payment of the 
certificates. 

(6) This may be done by making the assignment through a federal 
reserve bank or through a correspondent bank. 

(c) In the alternative, the issuing bank may make such assignment 
in such other form or manner as may be approved by the board or the 
executive secretary; 

(E)(i) Savings accounts of any savings and loan association which 
are insured by the Federal Deposit Insurance Corporation. 
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(ii)(a) However, if the savings account of the association exceeds 
the amount of the savings account insured by the Federal Deposit 
Insurance Corporation, the association shall furnish to the depositing 
burial association or secretary and the board or the executive 
secretary evidence of the assignment of bonds, or other securities 
issued by the State of Arkansas or the United States, to secure 
payment of the accounts. 

(b) The savings and loan association in which the accounts exist 
shall make the assignment in a form and manner approved by the 
board or the commissioner; 7 

(F) “A” rated or better corporate bonds, as designated by one (1) or 
more nationally recognized investment services; or 

(G)G) “A” rated state and municipal bonds as designated by one (1) 
or more nationally recognized investment services. 

(ii) However, the bonds must be issued by governmental entities in 
the State of Arkansas, and no more than thirty percent (30%) of the 
total funds of any burial association or society available for invest- 
ment shall be invested in state or municipal bonds. 

(b) Seventy-five percent (75%) of the interest derived from the 
investments shall also not be usable for the payment of operating 
expenses. 


History. Acts 1953, No. 91, § 14; 1973, 
No. 515, § 1; 1975, No. 380, § 1; 1977, No. 
861, § 1; 1981, No. 360, § 3; 1985, No. 
679, § 4; A.S.A. 1947, § 66-1814; Acts 
1987, No. 448, § 3; 2017, No. 788, §§ 85- 
87. 

Amendments. The 2017 amendment 
substituted “State Board of Embalmers, 


Board” in the introductory language of 
(a)(2); in (a)(2)(D)Gi)(a), deleted “shall” 
preceding “exceed the amount” and sub- 
stituted “Insurance Commissioner” for 
“Executive Secretary of the Burial Asso- 
ciation Board” and substituted “Insurance 
Commissioner” for “executive secretary” 


in (a)(2)(E)(1)(6). 


Funeral Directors, Cemeteries, and 


Effective Dates. Acts 2017, No. 788, 
Burial Services” for “Burial Association } 


§ 2: July 1, 2018. 


23-78-123. Disposition of fees and charges. 


(a)(1) All fees and charges collected by the State Board of Embalm- 
ers, Funeral Directors, Cemeteries, and Burial Services under this 
chapter shall be deposited into a cash fund deposited to the State 
Treasury. 

(2) The board is empowered to expend the funds for the require- 
ments, purposes, and expenses of the board under the provisions of this 
chapter, upon a voucher approved by the board and signed by the 
Insurance Commissioner or his or her designee, provided that the total 
expense for every purpose incurred shall not exceed the total fees and 
charges collected by the board under the provisions of this chapter. 

(b) The operation of the board and the carrying out of the functions 
set out in this chapter shall be at no expense to the State of Arkansas. 


History. Acts 1953, No. 91, § 15;A.S.A. 
1947, § -66-1815; Acts 2017, No. 788, § 88. 
Amendments. The 2017 amendment, 


in (a)(1), substituted “State Board of Em- 
balmers, Funeral Directors, Cemeteries, 
and Burial Services” for “Burial Associa- 


23-78-124 


tion Board”, deleted “the provisions of” 
preceding “this chapter” and “in insured 
banks” following “deposited”, and substi- 
tuted “cash fund deposited to the State 
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and” and substituted “Insurance Commis- 
sioner or his or her designee” for “Execu- 
tive Secretary of the Burial Association 
Board”. 


Treasury” for “fund to be known as the 
‘Burial Association Board Fund’”; and, in 
(a)(2), inserted “approved by the board 


Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-124. Revocation of certificate, license, charter, etc. — 
Hearing. 


(a) Before revoking a certificate of authority or license granted under 
this chapter or any charter or other authority granted to a burial 
association under any law effective before February 18, 1953, the State 
Board of Embalmers, Funeral Directors, Cemeteries, and Burial Ser- 
vices shall set the matter down for a hearing. | 

(b) At least twenty (20) days prior to the date set for the hearing, the 
board shall notify in writing the burial association or person holding a 
license of any charges made. 

(c) The board shall afford the burial association or person an oppor- 
tunity to be heard, at which hearing the association or person may be 
represented by counsel and shall be allowed oral testimony, affidavits, 
or depositions in reference thereto. 

(d)(1) The board shall have power to subpoena and bring before it 
any person in this state or take the testimony by deposition of any 
person with the same fees and mileage and in the same manner as 
prescribed by law in judicial procedure in courts of this state in civil 
cases. The fees and mileage shall be paid by the party at whose request 
the witness is subpoenaed. 

(2) The board shall also have the power to order the production of 
any books, records, and documents at the hearing. 

(e)(1) If the board determines that the burial association or person is 
guilty of a violation of any provisions of this chapter, its or his or her 
certificate of authority, charter, license, or other authority shall be 
revoked. 

(2) However, if the burial association or person gives notice of appeal 
from any adverse decision of the board as set forth in § 23-78-125, then 
the burial association or person may, at the discretion of the board, 
continue to operate during the pendency of the appeal. : 

(3) If the board chooses not to permit the association or person to 
operate during the pendency of the appeal, then the board shall appoint 
a person to conduct the business of the association or person until the 
appeal has been heard. 


History. Acts 1953, No. 91, § 17; 1981, 
No. 360, § 4; A.S.A: 1947, § 66-1817; Acts 
2017, No. 788, § 89. 

Amendments. The 2017 amendment, 
in (a), substituted “a certificate” for “any 
certificate”, deleted “the provisions of” 


preceding “this chapter”, substituted “be- 
fore” for “prior to”, and substituted “State 
Board of Embalmers, Funeral Directors, 
Cemeteries, and Burial Services” for 
“Burial Association Board”. 
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Effective Dates. Acts 2017, No. 788, 
§ 2: July 1, 2018. 


23-78-125. Revocation of certificate, license, charter, etc. — Ap- 
peal. 


(a) Upon the revocation of a certificate of authority, charter, or other 
authority by the State Board of Embalmers, Funeral Directors, Cem- 
eteries, and Burial Services under any of the provisions of this chapter, 
the association or person whose certificate of authority, charter, license, 
or other authority has been revoked may appeal from the action of the 
board revoking the certificate of authority, charter, or other authority to 
the circuit court of the county in which the burial association may be 
located. 

(b) Appeals shall be made in accordance with the Arkansas Admin- 
istrative Procedure Act, § 25-15-201 et seq. 


History. Acts 1953, No. 91, § 21; 1981, Funeral Directors, Cemeteries, and 
No. 360, § 5;A.S.A. 1947, § 66-1821; Acts Burial Services” for “Burial Association 
2011, No. 875, § 5; 2017, No. 788, § 90. Board”, and “may appeal” for “shall have 

Amendments. The 2017 amendment, the right of appeal”. 
in (a), substituted “a certificate” for “any Effective Dates. Acts 2017, No. 788, 
certificate”, “State Board of Embalmers, § 2: July 1, 2018. 


23-78-126..Plan for excess financial resources — Approval re- 
quired. \ 


(a) A burial association that has excess financial resources, as 
determined by the State Board of Embalmers, Funeral Directors, 
Cemeteries, and Burial Services, may request that the board approve a 
plan to pay death benefits in excess of the face value of certificates of 
benefits issued by the burial association to members of the burial 
association. | 

(b) On the approval of the board, the burial association shall submit 
a plan to the board to pay death benefits in excess of the face value of 
certificates of benefits issued by the burial association to members of 
the burial association. 

(c)(1) The plan described in subsection (b) of this section shall: 

(A) Be based on the class of business of the burial association; and 
(B) Require that death benefits are paid on a fair, proportionate, 
and equitable basis to members of the burial association. 

(2) The plan shall not impugn the financial integrity of the burial 
association. 

(d) In determining whether or not a burial association has excess 
financial resources, the board shall not consider the assets of a burial 
association that are attributable to certificates written after July 20, 
1987, to be commingled with assets attributable to certificates written 
before July 20, 1987. 


' 


History. Acts 2015, No. 1030, § 2; Amendments. The 2017 amendment 
2017, No. 788, § 91. substituted “State Board of Embalmers, 
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Effective Dates. Acts 2017, No. 788, 


§ 2: July 1, 2018. 


Funeral Directors, Cemeteries, and 
Burial Services” for “Burial Association 
Board” in (a). 
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2. Surrs Acainst INSURERS. 
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22. ARKANSAS COVERAGE FOR HARLY REFILLS OF PRESCRIPTION EYE Drops Act. 
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RESEARCH REFERENCES 
ALR. Comment Note — Validity, Con- Premium Finance Companies. 24 


struction, and Application of Premium Fi- 
nance Agreements and Acts Governing 


A.L.R.7th Art. 2 (2017). 


SUBCHAPTER 1 — GENERAL PROVISIONS 


SECTION. SECTION. 
23-79-101. Definitions. 23-79-140. Coverage for mammograms 
23-79-102. Scope. and breast ultrasounds — 
23-79-109. Filing and approval of forms Definitions. _ 
— Definitions. 23-79-147. Prescription medication — 
23-79-110. Forms and premium rates — Definitions. 
Grounds for disapproval — 23-79-150. Healthcare plan — Health 
+ carrier — Definitions. 
Definitions. 3 : : 
; 23-79-152. Cancellation, increase in pre- 
23-79-118. Noncomplying forms. : . :; 
93-79-119. C : F policies mium, and negative risk 
-/9-119. Construction of policies. rating prohibited when in- 
23-79-120. Binders. sured not at fault. 
23-79-123. Renewal by certificate. 23-79-160. [Repealed.] 
23-79-139. Benefits for alcohol or drug 23-79-161. Payment for oral anticancer 
dependency treatment — medications — _  Defini- 


Definition. 


tions. 
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SECTION. 

23-79-162. Notice of renewal in affiliate 
or subsidiary. 

23-79-163. Excepted benefits. 

23-79-164. Coverage for positron emis- 
sion tomography — Defini- 
tions. 

23-79-165. Coverage for hepatitis C 
screening during preg- 
nancy. 


Effective Dates. Acts 2017, No. 500, 
§ 3: Mar. 15, 2017. Emergency clause pro- 
vided: “It is found and determined by the 
General Assembly of the State of Arkan- 
sas that a Current Procedural Terminol- 
ogy code for digital mammography is 
available; that an update to Arkansas law 
is necessary to address the new Current 
Procedural Terminology code for digital 
mammography; and that this act is imme- 
diately necessary because of the need to 
maintain coverage and provide proper re- 
imbursement for digital mammography. 


23-79-101. Definitions. 
As used in this chapter: 


23-79-101 


SECTION. 

23-79-166. Insurance coverage of gender 
transition procedures for 
minors prohibited. 


23-79-167. Health savings account-quali- 


fied health insurance 
policy — Exemption — 
Definition. 


Therefore, an emergency is declared to 
exist, and this act being immediately nec- 
essary for the preservation of the public 
peace, health, and safety shall become 
effective on: (1) The date of its approval by 
the Governor; (2) If the bill is neither 
approved nor vetoed by the Governor, the 
expiration of the period of time during 
which the Governor may veto the bill; or 
(3) If the bill is vetoed by the Governor 
and the veto is overridden, the date the 
last house overrides the veto.” 


(1) “Excepted benefits” means benefits under one (1) or more, or any 
combination thereof, of the following: 
(A) Benefits not subject to requirements, including without limi- 


tation: 


(i) Coverage only for accident or disability income insurance, or 


any combination thereof; 


(ii) Coverage issued as a supplement to liability insurance; 
(iii) Liability insurance, including general liability insurance and 


automobile liability insurance; 


(iv). Workers’ compensation or similar insurance; 
(v) Automobile medical payment insurance; 


(vi) Credit-only insurance; and 


(vii) Other similar insurance coverage, specified in regulations, 
under which benefits for medical care are secondary or incidental to 


other insurance benefits; 


(B) Limited-scope dental or vision benefits; 

(C) Benefits for long-term care, nursing home care, home health 
care, community-based care, or any combination thereof; 

(D) Coverage only for a specified disease or illness; 

(E) Hospital indemnity or other fixed indemnity insurance; and 

(F) Medicare supplemental health insurance as defined under 
section 1882(¢)(1) of the Social Security Act, 42 U.S.C. § 1395ss(g)(1), 
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coverage supplemental to the coverage provided under 10 U.S.C. 

§ 1071 et seq., and similar supplemental coverage; 

(2) “Policy” means the written contract of or written agreement for or 
effecting insurance, by whatever name called, and includes all clauses, 
riders, endorsements, and papers made a part thereof; and 

(3)(A) “Premium” is the consideration for insurance, by whatever 

name called. 

(B) Any assessment, or any membership, policy, survey, inspection, 
service, or similar fee or charge in consideration for a policy is deemed 
part of the premium. 


§§ 23-79-102 — 23-79-128, 23-79-131 — 
23-79-134, and 23-79-202 — 23-79-210” in 


History. Acts 1959, No. 148, §§ 269, 
270; A.S.A. 1947, §§ 66-3202, 66-3203; 


Acts 2001, No. 1604, § 78; 2007, No. 496, 
§ 15; 2019, No. 521, § 22. 
Amendments. The 2019 amendment 


the introductory language; added (1) and 
redesignated the remaining subdivisions 
accordingly; and added the (3)(A) and 


substituted “chapter” for “section and (3)(B) designations. 


23-79-102. Scope. 


Sections 23-79-101, 23-79-103 — 23-79-107, 23-79-109 — 23-79-128, 
23-79-131 — 23-79- 134, 23-79-162, and 23- 79-202 — 23-79-210 do not 
apply to: 

(1) Reinsurance; 

(2)(A) Policies or contracts not issued for delivery in this state nor 

delivered in this state, except: 

(i) On subjects of insurance other than life or accident and health 
insurance, located or to be performed in this state; and 

(ii) Pursuant to § 23-79-109(e). 

(B) Subdivision (2)(A) of this section te not apply to group 
insurance certificates issued under group insurance policies carried 
out and delivered outside this state but covering a person that is a 
resident in this state; 

(3) Wet marine and foreign trade insurance; and 

(4) Title insurance, except that the following apply to this line: 

(A) Section 23-79-101(2), §§ 23-79-109 — 23-79-111, 23-79-1138, 
23-79-116, 23-79-118, 23-79-119, and 23-79-202 — 23-79-205; and 

(B) Section 23-79-121, provided that the insurer may authorize or 
require its title agents to provide the policy to the insured. 


History. Acts 1959, No. 148, § 268; 
1979, No. 691, § 1; A.S.A. 1947, § 66- 
3201; Acts 2001, No. 1604, § 79; 2007, No. 
684, 8 5; 20138, No. 355, 8 12; 2015, No. 
231, § 5; 2019, No. 689, § 2. 


Amendments. The 2019 amendment 
inserted “23-79-162” in the introductory 
language. 
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23-79-107. Application — Statements as representations. 


CASE NOTES 


Misrepresentations, Omissions, Etc. 
In a case decided under a former version 
of this section, in which an insurer re- 
scinded a 2010 life insurance policy based 
on a misrepresentation that was unre- 
lated to the cause of the insured’s death, 
the beneficiary’s bad-faith claim failed as 
a matter of law based on the company’s 
good-faith defense, which was formerly 
part of this section but was deleted in 


2011; the unjust enrichment claim also 
failed. The causal relationship require- 
ment in subsection (c) was not a required 
element of the former good-faith defense. 
Gann v. Household Life Ins. Co., No. 3:13- 
cv-71-DPM, 2015 U.S. Dist. LEXIS 
179306 (E.D. Ark. Mar. 20, 2015), affd, 
668 Fed. Appx. 176 (8th Cir. 2016) (deci- 
sion under prior law). 


23-79-109. Filing and approval of forms — Definitions. 


(a)(1)(A)G) No basic insurance policy, or annuity contract form, or 
application form when written application is required and is to be 
made a part of the policy or contract, or printed rider or endorsement 
form or form of renewal certificate, shall be issued, delivered, or used 
as to a subject of insurance resident, located, or to be performed in 
this state unless the form has been filed with and approved by the 
Insurance Commissioner and, in the case of individual accident and 
health contracts, the rates have been filed with and approved by the 
commissioner. 

(ii)(a) The commissioner may consider a nonprofit insurer’s sur- 
plus levels in determining whether a proposed rate is excessive. 

(b) Subdivision (a)(1)(A)(ii)(a) of this section does not apply to a 
nonprofit insurer that offers only limited scope dental benefits. 

(B) This subsection shall not apply to: 

(i) Policy or coverage forms for large commercial risks, as defined 
in subsection (g) of this section; 

(ii) Commercial umbrella policy or coverage forms; 

(iii) Excess umbrella policy or coverage forms; 

(iv) Excess of loss policy or coverage forms; 

(v) Public officials’ liability policy or coverage forms; 

(vi) Fiduciary liability policy or coverage forms; - 

(vii), Directors’ and officers’ liability policy or coverage forms; 

(viii) Kidnap and ransom policy or coverage forms; 

(ix) Political risk policy or coverage forms; 

(x) Expropriation coverage policy or coverage forms; 

(xi) Mortgage pool insurance policy or coverage forms; 

(xii) Railroad protective liability policy or coverage forms; 

(xiii) Equity loan programs, second mortgage coverage, policy or 
coverage forms; 

(xiv) Highly protected risk forms; 

(xv) Surety bonds; 

(xvi) Policies, orders, endorsements, or forms of unique character 
designed for, and used with relation to, insurance upon a particular 
subject, or that relate to the manner of distribution of benefits or to 
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the reservation of rights and benefits under life and accident and 

health insurance policies and are used at the request of the individual 

policyholder, contract holder, or certificate holder; or 

(xvii) Policies, contracts, riders, endorsements, and certificates 
issued by surplus lines insurers. 

(C) The exemption of a particular type of insurance policy form 
from the requirement that it be filed with the. commissioner and 
expressly approved thereby is not: to be taken by an insurer as 
meaning that any insurance effected by the use of such a form may in 
any fashion be inconsistent with the statutory and common law of 
this state that is properly applicable thereto. 

(2) As to group insurance policies effectuated and delivered outside 
this state but covering persons resident in this state, the group 
certificates to be delivered or issued for delivery.in this state shall be 
filed with and approved by the commissioner. 

(3) No group accident and health certificate of insurance may be 
extended to residents of this state under a group accident and health 
policy issued outside this state that does not include the provisions 
required for group policies issued in this state unless the commissioner 
determines that the provisions are not appropriate for the coverage 
_ provided. Upon request of the commissioner, copies of the group 
accident and health policies issued outside this state shall be made 
available on an informational basis. 

(4) On and after January 1, 1990, all Medicare supplement rates 
shall be based on a composite age basis only and’shall not be based on 
any age banding or other groupings. 

(5) Nothing in this subsection shall prohibit an insurer or hospital 
and medical service corporation issuing’ Medicare supplement insur- 
ance policies from using its usual and customary underwriting proce- 
dures or excluding preexisting health conditions. However, no insurer 
shall refuse to issue a Medicare supplement policy based solely on the 
age of the applicant. 

(b)(1) Every filing shall be made not less than thirty (30) days in 
advance of any delivery. At the expiration of the thirty (30) days, the 
form or rate so filed shall be deemed approved unless prior thereto it 
has been affirmatively approved or disapproved by the commissioner. 

(2). Approval of the form or rate by the commissioner shall constitute 
a waiver of any unexpired portion of the waiting period. 

(3) The commissioner may extend by not more than an additional 
thirty (30) days the period within which he or she may so affirmatively 
approve or disapprove the form or rate by giving notice of the extension 
before expiration of the initial thirty-day period. 

(4) At the expiration of the period as so extended, and in the absence 
of prior affirmative approval or Ee ey the form or rate shall be 
deemed approved. 

(5) The commissioner may at any time, after erie and for cause 
shown, withdraw approval. 

(c) Notification disapproving the form or withdrawing a previous 
approval shall state the grounds therefor. 
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(d) By order, the commissioner may exempt from the requirements of 
this section, for so long as he or she deems proper, any insurance 
document or form or type thereof as specified in the order to which, in 
his or her opinion, this section may not practically be applied or the 
filing and approval of which are, in his or her opinion, not desirable or 
necessary for the protection of the public. 

(e) This section shall apply also to any form used by domestic 
insurers for delivery in a jurisdiction outside this state, if the insurance 
supervisory official of the jurisdiction informs the commissioner that 
the form is not subject to approval or disapproval by that official, and 
upon the commissioner’s written notice requiring the form to be 
submitted to him or her for the purpose. The same standards that are 
applicable to forms for domestic use shall apply to such forms. 

(f) No policy or contract form providing coverage for personal auto- 
mobile liability that provides for a policy term of less than six (6) 
months shall be approved by the commissioner or issued for delivery in 
this state and used by insurers on and after January 1, 1992. However, 
the provisions of this subsection shall not restrict premium payment 
options offered by insurers. 

(g)(1) For purposes of this section, “large commercial risk” means an 
insured that has: 

(A) A total premium of two hundred fifty thousand dollars 

($250,000) or more for property and casualty insurance; 

(B) At least twenty-five (25) full-time employees; and 

(C) A full-time certified risk manager to procure property and 
casualty insurance. For purposes of this subsection, “certified risk 
manager” means a risk manager with one (1) or more of the following 
credentials: 

(i) Associate in risk management; 

(ii) Chartered property casualty underwriter; or 

(iii) Certified risk manager. 

(2) The exemption for large commercial risk policy or coverage forms 
set forth in subdivision (a)(1) of this section shall not apply to workers’ 
compensation, or employers’ liability or professional liability insurance, 
including, but not limited to, medical malpractice insurance. 

(3)(A) In procuring coverage, a large commercial risk shall certify 

that it: 

(i) Meets the eligible criteria for an exempt commercial policy- 
holder set out in this subsection; 

(ii) Is aware that the policy is unregulated for rates and forms; and 

(iii) Has the necessary expertise to negotiate its own policy lan- 
guage. 

(B) This certification shall be completed annually and remain on 
file with the producing agent or broker. 

(h) If the commissioner deems that the review as to either rates or 
forms, or both, required by this section as to any particular line or lines 
of insurance, can be performed in some other manner that provides 
sufficient protection to the consumers of this state and results in 
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greater efficiency in bringing new or modified products within the line 
to market, the approval required by this section may be waived for such 
period as is deemed appropriate, or until revoked. 

(i)(1) If the commissioner disapproves a rate, the insurer may 
request that the commissioner provide the insurer with an actuarial 
analysis, interpretation of statistical data, and other methodology that 
was reviewed by the commissioner or his or her staff. 

(2) The information required under subdivision (i)(1) of this section 
shall be provided within five (5) working days after the receipt of the 


request. 


History. Acts 1959, No. 148, § 276; 
1975, No. 841, § 1; 1979, No. 691, § 2; 
1981, No. 809, § 13; 1985, No. 804, § 1; 
A.S.A. 1947, § 66-3209; Acts 1987, No. 
268, § 1; 1989, No. 710, § 2; 1989, No. 
815, § 1; 1991, No. 1123, § 11; 1992 (1st 


Ex. Sess.), No. 72, § 1; 1993, No. 901, 
§ 39; 1999, No. 458, §§ 3, 4; 2001, No. 
1604, §§ 84-87; 2009, No. 726, § 37; 2013, 
No. 1187, § 1; 2013, No. 1339, § 1; 2015, 
No. 1164, § 4. 


CASE NOTES 


Arkansas Deceptive Trade Practices 
Act. 

Trial court properly ruled that an air 
ambulance service’s claims under the Ar- 
kansas Deceptive Trade Practices Act 
against a plan insurer were precluded by 
the act’s safe-harbor provision in § 4-88- 


101(3) because the service’s claims were 
based on the terms and rates of the insur- 
er’s plans that were approved by the In- 
surance Commissioner under subdivision 
(a)(1)(A)(G) of this section. Air Evac EMS, 
Inc. v. USAble Mut. Ins. Co., 931 F.3d 647 
(8th Cir. 2019). 


23-79-1110. Forms and premium rates — Grounds for disap- 
proval — Definitions. 


(a) The Insurance Commissioner shall disapprove a form filed under 
§ 23-79-109, or withdraw a previous approval, only if the form: 

(1) Violates or does not comply with state law; 

(2) Contains or incorporates by reference, when the incorporation is 
otherwise permissible, an inconsistent, ambiguous, or misleading 
clause, or an exception and a condition that deceptively affect the risk 
purported to be assumed in the general coverage of the contract; 

(3) Has a title, heading, or other indication of its provisions that is 


misleading; or 


(4) Is printed or otherwise reproduced in such a manner that makes 
a provision of the form substantially illegible or not easily legible to 


persons of normal vision. 


(b)(1) The commissioner shall disapprove a premium rate filed with 
an individual accident and health contract if the commissioner finds 
that the rate is not actuarially sound, is excessive, is inadequate, or is 


unfairly discriminatory. 


(2) A rate is actuarially sound if it is: 
(A) Supported by an actuarial analysis made by a member of the 
American Academy of Actuaries; and 
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(B) Based on generally accepted actuarial principles and method- 
ologies that show the rate to be reasonable. 

(3) An insurer’s submission of an actuarially sound rate shall not 
foreclose the commissioner from relying upon a contrary opinion made 
by a member of the American Academy of Actuaries who utilized 
generally accepted actuarial principles and methodologies to contest 
the rate filed by the insurer. 

(4) A rate is excessive if it is likely to produce a profit that is 
unreasonably high in relation to past and prospective loss experience 
for the form which the filing affects or if expenses are unreasonably 
high in relation to services given. 

(5) Arate is not unfairly discriminatory if: 

(A) It shows equitably the differences in expected losses and 
expenses; or 

(B) Different premiums result for policyholders with like loss 
exposures but different expense factors or with like expense factors 
but different loss exposures, if the rates show the differences with 
reasonable accuracy. 

(6) A rate is inadequate if the investment income attributable to the 
rate fails to satisfy projected losses and expenses for the form which the 
filing affects. 

(c)(1). A rate on a particular policy form is approved when filed with 
the commissioner if the insurer has filed a loss ratio guarantee with the 
commissioner and complied with the terms of the loss ratio guarantee. 

(2) A benefit is reasonable in relation to the premium so long as the 
insurer complies with the terms of the loss ratio guarantee. 

(3)(A) The loss ratio guarantee shall be in writing, signed by an 

officer of the insurer, and contain at least the following: 

(i) A recitation of the anticipated target loss ratio standards 
contained in the original actuarial memorandum filed with the policy 
form when it was originally approved; 

(ii) A guarantee that if the new rate takes effect, the loss ratios in 
this state for the experience period in which the new rate takes effect 
and for each experience period thereafter until a new rate is filed 
shall meet or exceed the loss ratio standards referred to in subdivi- 
sion (c)(3)(A)(i) of this section; and 

(iii) A statement or guarantee that affected policyholders in this 
state shall be issued a proportional refund based on premium earned 
of the amount necessary to bring the total loss ratio up to the loss 
ratio standards referred to in subdivision (c)(3)(A)(@) of this section. 

(B) If nationwide loss ratios are used, then the total amount 
refunded in this state shall equal the dollar amount necessary to 
achieve the loss ratio standards multiplied by the total premium 
earned in this state on the policy form and divided by the total 
premium earned in a state on the policy form. 

(C) The refund shall be made to a policyholder in this state who is 
insured under the applicable policy form on the last day of the 
experience period and whose refund would equal ten dollars ($10.00) 
or more. 
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(D) The refund shall include interest from the end of the experi- 
ence period until the date of payment. 

(EZ) The payment of the refund shall be made during the third 
quarter of the year following the experience period for which a refund 
is determined to be due. 

(F) Refunds of less than ten dollars ($10.00) shall be aggregated by 

the insurer and paid to the State Insurance Department. 
(4)(A) If the annual earned premium volume in this state under a 
policy form is less than one million dollars ($1,000,000) and therefore 
not actuarially credible, the loss ratio guarantee shall be based on the 
nationwide loss ratio for the policy form. 

(B) If the total earned premium in this state is less than one 
million dollars ($1,000,000), the experience period shall be extended 
until the end of the calendar year in which one million dollars 
($1,000,000) of earned premium is attained. 

(5)(A) An insurer shall submit a guarantee that the loss ratio in this 
state or nationally, if applicable, for the year at issue shall be 
independently audited at the insurer’s expense. 

(B) An audit shall be made in the second quarter of the year 
following the end of the experience period and the audited results 
reported to the commissioner at or before the date for filing the policy 
experience exhibit. 

(6) As used in this section: 

(A)G) “Experience period” means the period for a given rate filing 
for which a loss ratio guarantee is made beginning on the first day of 
the calendar year during which the rate first takes effect and ending 
on the last day of the calendar year during which the insurer earns 
one million dollars ($1,000,000) in premium on the form in this state 
or if the annual premium earned on the form in Arkansas is less than 
one million dollars ($1,000,000) nationally. 

(ii) Successive experience periods shall be determined beginning 
on the first day following the end of the preceding experience period; 
and 

(B) “Loss ratio” means the ratio of incurred claims to earned 

premium by number of years of policy duration for the combined 
durations. 
(7)(A) An insurer whose rates on a policy form are approved accord- 
ing to a loss ratio guarantee shall provide a notice to an affected 
policyholder that advises that rates may be increased more than one 
(1) time a year. 

(B) The notice shall be delivered to a new policyholder with 
policies subject to the loss ratio guarantee at or before the time of 
delivery of the policy. 

(d) This section does not require an insurer to provide the notice 
required by this section on more than one (1) occasion to a policyholder 
while the policyholder is insured under the guaranteed form. 
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History. Acts 1959, No. 148, § 277; 398, § 1; 2001, No. 1604, §§ 88, 89; 2013, 
1975, No. 841, § 2; 1985, No. 530, § 1; No. 1187, § 2; 2015, No. 231, § 6; 2015, 
A.S.A. 1947, § 66-3210; Acts 1991, No. No, 1164, § 5; 2015, No. 1210, § 3. 


23-79-118. Noncomplying forms. 


An insurance policy, rider, or endorsement issued and otherwise valid 
that contains any condition or provision not in compliance with state 
law is not rendered invalid but shall be construed and applied according 
to the conditions and provisions that would have applied had the policy, 
rider, or endorsement been in full compliance with state law. 


History. Acts 1959, No. 148, § 284; 
A.S.A. 1947, § 66-3217; Acts 2015, No. 
1210, § 4. 


23-79-119. Construction of policies. 


(a) Every insurance contract shall be construed according to the 
entirety of its terms and conditions as set forth in the policy and as 
amplified, extended, or modified by any rider, endorsement, or applica- 
tion made a part of the policy. 

(b) All insurance contracts that are issued for specific terms and that 
may be renewed for subsequent terms at the option of the insured or the 
insurer shall be construed from and after their respective dates of 
renewal as being new contracts to the extent of having incorporated 
therein all applicable public policy that by statute or rule may have 
become applicable to those contracts in the interval between: 

(1) Original issuance or last renewal; and 

(2) The renewal following the newly applicable statement of public 
policy. 

(c)(1) Except as provided in this section, a health insurance issuer 
that provides individual health insurance coverage for major medical 
benefits to an individual shall renew or continue in force that coverage 
at the option of the individual. 

(2) GENERAL Exceptions. A health insurance issuer may nonrenew or 
discontinue health insurance coverage providing major medical ben- 
efits for an individual in the individual market based on only one (1) or 
more of the following: 

(A) NoNPAYMENT OF THE Premium. The individual has failed to pay 
premiums or contributions under the terms of the health insurance 
coverage or the issuer has not received timely premium payments; 

(B) Fraup. The individual has performed an act or practice that 
constitutes fraud or made an intentional misrepresentation of mate- 
rial fact under the terms of the coverage; 

(C) TERMINATION OF THE Pian. The issuer is ceasing to offer major 
medical coverage in the individual market under applicable state or 
federal law; 

(D) Movement OutsipE THE Service Area. In the case of a health 
insurance issuer that offers health insurance for major medical 
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coverage in the market through a network plan, the individual no 

longer resides, lives, or works in the service area or in an area for 

which the issuer is authorized to do business, but only if the 

individual major medical coverage is terminated under this subdivi- 

sion (c)(2)(D) uniformly without regard to any health status-related 
’ factor of covered individuals; and 

(EF) Association MempBersuip Crasss. In the case of health insurance 
for major medical coverage that is made available in the individual 
market only through one (1) or more bona fide associations, the 
membership of the individual in the association, as the basis on 
which the coverage is provided, ceases but only if the major medical 
coverage is terminated under this subdivision (c)(2)(E) uniformly 
without regard to any health status-related factor of covered indi- 
viduals. 

(3) REQUIREMENTS FOR UNIFORM TERMINATION OF COVERAGE — PARTICULAR 
Type oF Coverace Nor Orrerep. In the case in which an insurer decides 
to discontinue offering a particular type of health insurance providing 
major medical coverage offered to the individual market, coverage of 
this type may be discontinued by the issuer only if: 

(A) The issuer provides to each covered individual with coverage of 
this type in the market notice of the discontinuation at least ninety 
(90) days before the date of the discontinuation of the coverage; 

(B) The issuer offers to each individual in the individual market 
with coverage of this type the option to purchase any other individual 
health insurance coverage currently being offered by the issuer for 
individuals in the market; and 

(C) In exercising the option to discontinue coverage of this type 
and in offering the option of coverage under subdivision (c)(3)(B) of 
this section, the issuer acts uniformly without regard to any health © 
status- related factor of enrolled individuals or individuals who may 
become eligible for the coverage. 

(4) DiIsconTINUANCE OF SUCH CovERAGE — IN GENERAL. Subject to this 
section, in any case in which a health insurance issuer elects to 
discontinue offering all health insurance providing major medical 
coverage in the individual market in this state, health insurance 
coverage may be discontinued by the issuer only if the issuer provides 
to the Insurance Commissioner and to each individual notice of the 
discontinuance at least one hundred eighty (180) days before the date of 
expiration of the coverage. 

(5) Prowipition oN Market Reentry. In the case of a discontinuation in 
the individual market under this section, the issuer may not provide for 
the issuance of any health insurance providing major medical coverage 
in the market and state involved during the five-year period beginning 
on the date of the discontinuation of the last health insurance coverage 
not so renewed. 

(6) Exception ror Unirorm Moopirication or Coverace. At the time of 
coverage renewal, a health insurance issuer may modify the health 
insurance providing major medical coverage for a policy form offered to 
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individuals in the individual market so long as the modification is 
consistent with state law and effective on a uniform basis among all 
individuals with that policy form. 

(7) APPLICATION TO COVERAGE OFFERED OnLy THROUGH AssocraTIONs. In 
applying this section in the case of health insurance providing major 
medical coverage that is made available by a health insurance issuer in 
the individual market through only one (1) or more associations, a 
reference to an “individual” includes a reference to such an association 
of which the individual is a member. 

(8) For purposes of this section, the terms or phrases “health insur- 
ance issuer”, “health insurance coverage” or “coverage”, “Insurance 
Commissioner”, “network plan”, “health status-related factor”, “bona 
fide association”, “individual market”, and “eligible individual” shall 
have the same meaning as defined in § 23-86-303. 

(d) The commissioner may promulgate rules that are necessary to 
implement and enforce this section for the protection of policyholders. 


History. Acts 1959, No. 148, § 285; Amendments. The 2019 amendment 
1981, No. 520, § 1; A.S.A. 1947, § 66- substituted “rule” for “regulation” in the 
3218; Acts 1993, No. 901, § 40; 1999, No. introductory language of (b). 

881, § 13; 2011, No. 886, § 1; 2019, No. . 
315, § 2706. 


23-79-120. Binders. 


(a) Binders or other contracts for temporary insurance may be made 
orally or in writing and shall be deemed to include all the usual terms 
of the policy as to which the binder was given together with such 
applicable endorsements as are designated in the binder, except as 
superseded by the clear and express terms of the binder. 

(b) No binder shall be valid beyond the issuance of the policy with 
respect to which it was given, or beyond ninety (90) days from its 
effective date, whichever period is the shorter. 

(c) If the policy has not been issued, a binder may be extended or 
renewed beyond the ninety (90) days with the written approval of the 
Insurance Commissioner or in accordance with such rules relative 
thereto as the commissioner may promulgate. 

(d) This section shall not apply to life insurance or accident and 
health insurance. 


History. Acts 1959, No. 148, § 286; Amendments. The 2019 amendment 
A.S.A. 1947, § 66-3219; Acts 2001, No. deleted “and regulations” following “rules” 
1604, § 95; 2019, No. 315, § 2707. in (c). 


23-79-123. Renewal by certificate. 


(a)(1) Any insurance policy terminating by its terms at a specified 
expiration date and not otherwise renewable may be renewed or 
extended at the option of the insurer upon a currently authorized policy 
form and at the premium rate then required for that type of policy, for 
a specific additional period or periods by certificate or by endorsement 
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of the policy or by electronic certificate or electronic endorsement 
properly executed and without requiring the issuance of a new policy. 

(2) The insurer shall retain the electronic transmittal and a copy of 
the certificate or endorsement as a part of the insurer’s records. 

(b) By reasonable rules or by order the Insurance Commissioner may 
deny the use of such certificates for renewal of such types of policies or 
in such circumstances as may be necessary or advisable to protect 
insureds who may otherwise hold forms of policies which no longer 
contain all of the benefits or conditions applicable under similar policies 
currently issued by the same insurer. 

(c) The provisions of this section shall not aE to aeliciss issued for 
large eee Ns risks. 


Hictore Acts 1959, No. 148, § 289; Amendments. The 2019 amendment 
A.S.A. 1947, § 66-3222; Acts 1999,-No. deleted “and regulations” following “rules” 
458, § 7; 2005, No. 506, § 40; 2019, No. .in (b). 

315, § 2708. 


23-79-139. Benefits for alcohol or drug dependency treatment — 
Definition. 


(a)(1) Every insurer, hospital and medical service corporation, and 
health maintenance organization transacting accident and health in- 
surance in this state shall offer and make available under all group 
policies, contracts, and plans providing hospital and medical coverage 
on an expense incurred, service, or prepaid basis benefits for the 
necessary care and treatment of alcohol and other drug dependency 
that are not less favorable than for physical illness generally, subject to 
the same durational limits, dollar limits, deductibles, and coinsurance 
factors, except as provided in this section. 

(2)(A) The offer for these benefits shall be out jet to the right of the 

policy or contract holder to reject the Aa dpeeny or select any alterna- 

tive level of benefits. 
(B) The rejection by the policy or contract: holder shall be in 
writing. 

(b) Any benefits ordiided under aleohol or drug dependency coverage 
shall be determined as necessary care and treatment in an alcohol or 
drug dependency treatment facility or care and treatment in a hospital. 

(c) Treatment may include detoxification, administration of a thera- 
peutic regimen for the treatment of alcohol or drug dependent or 
substance abusing persons, and related services. 

(d) The facility or unit may be: 

(1) A unit within a general hospital or an attached or freestanding 
unit of a general hospital; 

(2) A unit within a psychiatric hospital or an attached or freestand- 
ing unit of a psychiatric hospital; or 

(3) A freestanding facility specializing in treatment of persons who 
are substance abusers or are alcohol or drug dependent, and may be 
identified as “chemical dependency, substance abuse, alcoholism, or 
drug abuse facilities”, “social setting detoxification facilities”, and 
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“medical detoxification facilities”, or by other names if the purpose is to 
provide treatment of alcohol or drug dependent or substance abusing 
persons, but shall not include halfway houses or recovery farms. 

(e) Every policy or contract of insurance that provides benefits for 
alcohol or drug dependency treatment and that provides total annual 
benefits for all illnesses in excess of six thousand dollars ($6,000) is 
subject to the following conditions: 

(1) The policy or contract shall provide, for each twenty-four-month 
period, a minimum benefit of six thousand dollars ($6,000) for the 
necessary care and treatment of alcohol or drug dependency; 

(2) No more than one-half (4) of the policy’s or contract’s maximum 
benefits for alcohol or drug dependency for a twenty-four-month period 
shall be paid for the necessary care and treatment of alcohol or drug 
dependency in any thirty-consecutive-day period; and 

(3) The policy or contract shall provide a minimum benefit of twelve 
thousand dollars ($12,000) for the necessary care and treatment of 
alcohol or drug dependency for the life of the recipient of benefits. 

(f) For the purposes of this section, the term “alcohol or drug 
dependency treatment facility” means a public or private facility or unit 
in a facility that provides treatment twenty-four (24) hours a day for 
alcohol or drug dependency or substance abuse, that provides a pro- 
gram for the treatment of alcohol or other drug dependency under a 
written treatment plan approved and monitored by a physician, and 
that is also properly licensed or accredited to provide those services by 
the Division of Aging, Adult, and Behavioral Health Services of the 
Department of Human Services. 

(g) Nothing in this section shall prohibit any certificate or contract 
from requiring the most cost-effective treatment setting to be utilized 
by the person undergoing necessary care and treatment for alcohol or 
drug dependency. 

(h) As used in this section, “alcohol or drug dependency” means the 
pathological use or abuse of alcohol or other drugs in a manner or to a 
degree that produces an impairment in personal, social, or occupational 
functioning and that may, but need not, include a pattern of tolerance 
and withdrawal. | 

(i) This section shall apply to group policies or contracts delivered or 
issued for delivery or renewed in this state after November 17, 1987, 
but shall not apply to blanket short-term travel accident only, limited or 
specified disease, conversion policies or contracts, nor to policies or 
contracts referred to as Medicare supplement policies, designed for 
issuance to persons eligible for coverage under Title XVIII of the Social 
Security Act. 


History. Acts 1987, No. 1047, §§ 1-6; in (f), substituted “provides treatment” for 
2001, No. 1604, § 103; 2013, No. 1107, “is engaged in providing treatment”, “de- 
§ 48; 2017, No. 913, § 118. pendency under” for “dependency pursu- 

Amendments. The 2017 amendment, ant to”, and “Division of Aging, Adult, and 
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Behavioral Health Services” for “Division 
of Behavioral Health Services”, and made 
stylistic changes. 


23-79-140. Coverage for mammograms and breast ultrasounds 
— Definitions. 


(a) As used in this section: 

(1) “Breast magnetic resonance imaging” means a diagnostic tool 
that uses a powerful magnetic field, radio waves, and a computer to 
produce detailed pictures of the structures within the breast; 

(2) “Breast ultrasound” means a noninvasive, diagnostic imaging 
technique that uses high-frequency sound waves to produce detailed 

images of the breast; 

(38) “Cost-sharing requirement” means a deductible, coinsurance, 
copayment, and any maximum limitation on the application of a 
deductible, coinsurance, copayment, or similar out-of-pocket expense 
under a health benefit plan; 

(4) “Diagnostic examination for breast cancer” means a medically 
necessary and appropriate examination, as determined by a clinician 
who is evaluating the individual for breast cancer, to evaluate the 
abnormality in the breast that is: 

(A) Seen or suspected from a screening examination for breast 
cancer; 

(B) Detected by another means of examination; or 

(C) Suspected based on the medical se or family medical 
history of the individual; 

(5) “Diagnostic mammography” means a diagnostic tool that: 

(A) Uses X-ray; and 
(B) Is designed to evaluate an abnormality in a breast; 

(6) “Examination for breast cancer” means an examination used to 
evaluate an abnormality i in a breast using diagnostic mammography, 
breast magnetic resonance imaging, or breast ultrasound; 

(7)(A) “Health benefit plan” means an individual, blanket, or any 

group plan, policy, or contract for healthcare services issued, re- 

newed, or extended in this state by a healthcare insurer, health 
maintenance organization, hospital medical service corporation, or 
self-insured governmental or church plan in this state. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

Gi) Plans providing health benefits to state and public school 
employees under § 21-5-401 et seq. 

(C) “Health benefit plan” does not include: 

(i) A plan that provides only dental benefits or eye and vision care 
benefits; 

(ii) A disability income plan; 

(iii) A credit insurance plan; 

(iv) Insurance coverage issued as a supplement to liability insur- 
ance; 
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(v) Medical payments under an automobile or homeowners insur- 
ance plan; 

(vi) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vii) A plan that provides only indemnity for hospital confinement; 

(viii) An accident-only plan; or 

(ix) A specified disease plan; 

(8)(A) “Healthcare insurer” means any insurance company, hospital 

and medical service corporation, or health maintenance organization 

that issues or delivers health benefit plans in this state and is subject 
to any of the following laws: 

(i) The insurance laws of this state; 

(ii) Section 23-75-101 et seq., Baa to hospital and medical 
service corporations; or 

(i11) Section 23-76-101 et seq., pertaining to health maintenance 
organizations. 

(B) “Healthcare insurer” does not include an entity that provides 
only dental benefits or eye and vision care benefits; 

(9) “Mammography” means radiography of the breast; and 

(10)(A) “Screening mammography”, including digital breast tomo- 

synthesis, means a radiologic procedure provided to a woman, who 

has no signs or symptoms of breast cancer, for the purpose of early 
detection of breast cancer. 

(B) The procedure entails at least two (2) views of each breast and 
includes a radiologist’s interpretation of the results of the procedure. 
(b)(1) Every healthcare insurer in this state shall offer as an essen- 

tial health benefit, coverage for screening mammography for the 
diagnosis of breast disease such as cancer and the evaluation of dense 
breast tissue: 

(A) A baseline mammogram for an insured woman who is thirty- 
five to forty (35-40) years of age; 

(B) An annual mammogram for an insured woman who is forty 
(40) years of age or older; 

(C) Upon recommendation of a woman’s physician, without regard 
to age, when the woman has had a prior history of breast cancer, 
when the woman’s mother, sister, or any first- or second-degree 
female relative of the woman has had a history of breast cancer, 
positive genetic testing, or other risk factors; and 

(D) A complete breast ultrasound if a mammogram screening 
demonstrates heterogeneously dense or extremely dense breast tis- 
sue and the woman’s primary healthcare provider or radiologist 
determines an ultrasound screening is medically necessary. 

(2) Insurance coverage for screening mammograms under a health 
benefit plan, including digital breast tomosynthesis, and breast ultra- 
sounds shall not prejudice coverage for diagnostic mammograms or 
breast ultrasounds, as recommended by the woman’s physician. 
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(3) A fully insured large group insurer that issues, renews, or 
extends a health benefit plan in this.state shall also provide coverage 
for an optional screening mammography and breast ultrasound benefit 
as described under subdivision (b)(1) of this section. 

(c) A healthcare insurer shall not pay for mammographies performed 
in an unaccredited facility after January 1, 1990. 

(d)(1) After January 1, 2014, a healthcare insurer shall use the 
Healthcare Common Procedure Coding System G code for digital 
mammography services or the Current Procedural Terminology code as 
established for digital mammography and listed in the most recent 
annual edition of Current Procedural Terminology published by the 
American Medical Association. 

(2) The codes used for digital mammography services described in 
subdivision (d)(1) of this section shall be reimbursed at a minimum of 
one and five-tenths (1.5) times the Medicare reimbursement rate. 

(e)(1) Benefits under this section are subject to any health benefit 
plan provisions that apply to other services covered by the health 
benefit plan, except that a health benefit plan shall not impose a 
copayment or deductible for a screening mammogram. 

(2) A breast ultrasound shall not be subject to a deductible or any 
applicable copayment. 

(3) A healthcare insurer shall ensure that an individual’s cost- 
sharing requirement under a health benefit plan that is applicable to a 
diagnostic examination for breast cancer, including breast magnetic 
resonance imaging, is no less favorable than the cost-sharing require- 
ment that is applicable to a screening examination for breast cancer. 


History. Acts 1989, No. 292, §§ 2-4, 6; 
1995, No. 508, § 2; 2001, No. 1604, § 104; 
2013, No. 1259, § 2; 2017, No. 500, § 2; 
2017, No. 708, §§ 1-5; 2019, No. 477, § 1; 
2021, No. 553, § 1. 

A.C.R.C. Notes. Acts 2017, No. 500, 
§ 1, provided: “Legislative findings. The 
General Assembly finds that: 

“(1) Health insurance payments to 
healthcare providers are primarily driven 
by Current Procedural Terminology (CPT) 
codes that are listed in the annual edition 
of Current Procedural Terminology pub- 
lished by the American Medical Associa- 
tion; 

“(2) If a Current Procedural Terminol- 
ogy code is not available for a healthcare 
procedure or is not listed in the most 
recent annual edition of Current. Proce- 
dural Terminology, temporary Healthcare 
Common Procedure: Coding System 
(HCPCS) G codes are used; 

“(3) In the struggle against breast can- 
cer, digital mammography provides a pow- 
erful proven tool for early detection of 
disease, facilitating early intervention 


and increasing the chances for a complete 
recovery for patients; and 

“(4) There is limited access to digital 
mammography service particularly in ru- 
ral areas of the state because of the sig- 
nificant increase in the cost of equipment 
and time and the lack of adjustment of 
payment.” 

Amendments. The 2017 amendment 
by No. 500 rewrote (e). 

The 2017 amendment by No. 708 added 
“Breast ultrasounds — Definitions” to the 
section heading; rewrote (a) and (b); re- 
pealed (c); and added (f). 

The 2019 amendment redesignated (b) 
as (b)(1); in the introductory language of 
(b)(1), deleted “after January 1, 1990” fol- 
lowing “State of Arkansas shall offer” and 
substituted “dense breast tissue” for 
“dense breast including”; redesignated 
former (b)(1) through (b)(5) as (b)(1)(A) 
through (b)(1)(D), and (b)(2); substituted 
“an insured woman” for “a woman covered 
by such a policy” in (b)(2)(A); substituted 
“An annual mammogram for an insured 
woman who is forty (40) years of age or 


45 INSURANCE POLICIES GENERALLY 23-79-147 


older” for “A mammogram for a woman The 2021 amendment rewrote the sec- 
covered by such a policy who is forty (40) _ tion. 

years of age or older, every year” in 

(b)(2)(B); added (b)(3) and (b)(4); and 

made a stylistic change. 


23-79-147. Prescription medication — Definitions. 


(a) As used in this section: 

(1) “Commissioner” means the Insurance Commissioner of the State 
Insurance Department; 

(2) “Insurance policy” means any individual, group, or blanket policy, 
contract, or evidence of coverage written, issued, amended, delivered, or 
renewed in this state, or which provides such insurance for residents of 
this state by an insurance company, hospital medical corporation, or 
health maintenance organization; 

(3) “Medical literature” means articles from major peer-reviewed 
medical journals specified by the United States Department of Health 
and Human Services pursuant to section 1861(t)(2)(B) of the Social 
Security Act, 107 Stat. 591 (1993), 42 U.S.C. § 13895x(t)(2)(B), as. 
amended; and 

(4) “Metastatic cancer” means cancer that has spread from a primary 
or original site of the cancer to surrounding or nearby tissues, lymph 
nodes, or other parts of the body. 

(b) An insurance policy that provides coverage for prescription drugs 
shall not limit or exclude coverage for any drug approved by the United 
States Food and Drug Administration for use in the treatment of cancer 
on the basis that the drug has not been approved by the United States 
Food and Drug Administration for the treatment of the specific type of 
cancer for which the drug has been prescribed if: 

(1) The drug has been recognized as safe and effective for treatment 
of that specific type of cancer in any of the following standard reference 
compendia, unless the use is identified as not indicated in one (1) or 
more of these standard reference compendia: 

(A)G) The American Hospital Formulary Service Drug Informa- 
tion; 

(ii) The National Comprehensive Cancer Network Drugs and Bio- 
logics Compendium; 

(iii) The Elsevier Gold Standard’s Clinical Pharmacology; or 

(B) The drug has been recognized as safe and effective for treat- 
ment of that specific type of cancer in two (2) articles from medical 
literature that have not had their recognition of the drug’s safety and 
effectiveness contradicted by clear and convincing evidence presented 
in another article from medical literature; or 

(2) Other authoritative compendia as identified by the Secretary of 
the United States Department of Health and Human Services or the 
commissioner may be used to provide coverage by an insurer at the 
insurer’s discretion. 

(c) Coverage of a drug required by subsection (b) of this section 
includes medically necessary services associated with the administra- 
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tion of the drug, provided that such services are covered by the 
insurance policy. 

(d) Except as provided in subsection (e) of this section, subsection (b) . 
of this section shall not be construed to do any of the following: 

(1) Require coverage for any drug if the United States Food and Drug 
Administration has determined its use to be contraindicated for the 
treatment of the specific type of cancer for which the drug has been 
prescribed; | 

(2) Alter any law with regard to provisions limiting the coverage of | 
drugs that have not been approved by the United States Food and Drug 
Administration; or 

(3) Create, impair, alter, limit, modify, enlarge, abrogate, or prohibit 
reimbursement for drugs used in the treatment of any other disease or 
condition. 

(e) An insurance policy that provides coverage for the treatment of 
metastatic cancer shall not limit or exclude coverage under the health 
benefit plan for a drug approved by the United States Food and Drug 
Administration. that is on the prescription drug formulary of the 
insurance policy by mandating that a covered person with metastatic 
cancer undergo step therapy unless the preferred drug is consistent 
with best practices that: 

(1) Are used for the treatment of metastatic cancer or associated 
conditions under: 

(A) The United States Food and Drug Administration-approved 
indication; or 
(B) The National Comprehensive Cancer Network Drugs and 

Biologics Compendium indication; or 

(2) Use evidence-based, peer-reviewed, recognized medical litera- 
ture. 


History. Acts 1995, No. 1231, §§ 1, 2; provided in subsection (e) of this section” 
1999, No. 466, § 1; 2009, No. 270, § 1; in the introductory language of (d); and 
2019, No. 699, §§ 1-3. | inserted “United States” in (d)(1) and 

Amendments. The 2019 amendment (d)2). 
added (a)(4) and (e); added “Except as 


23-79-150. Healthcare plan — Health carrier — Definitions. 


(a)(1)(A) “Healthcare plan” means any individual, blanket, or group 
plan, policy, or contract for healthcare services issued or delivered by 
a carrier in this state, including indemnity and managed care plans. 

(B) “Healthcare plan” does not mean a plan that provides coverage 
only for: 

(i) Aspecified accident or accident-only coverage or long-term care 
insurance as defined in the Long-Term Care Insurance Act, § 23-97- 
201 et seq. [repealed]; 

(ii) A Medicare supplement policy of insurance, as defined by the 
Insurance Commissioner by rule; 

(iii) Coverage under a plan through Medicare, Medicaid, or the 
Federal Employees Health Benefit Program; 
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(iv) Any coverage issued under United States Code Title 10, 
Chapter 55, existing on January 1, 2001, and any coverage issued as 
supplemental to that coverage; and 

(v) Any coverage issued as supplemental to liability insurance, 
workers’ compensation, or similar insurance. 

(2) “Health carrier” means any accident and health insurance com- 
pany, referred to in law as disability insurance company, hospital or 
medical services corporation, or health maintenance organization, 
including a so-called dental maintenance organization, issuing or 
delivering healthcare plans in this state. 

(b)(1) Every health carrier shall offer optional coverage in its health- 
care plans for the medical treatment of musculoskeletal disorders 
affecting any bone or joint in the face, neck, or head, including 
temporomandibular joint disorder and craniomandibular disorder. 
Treatment shall include both surgical and nonsurgical procedures. 

(2) This coverage shall be provided for medically necessary diagnosis 
and treatment of these conditions whether they are the result of 
accident, trauma, congenital defect, developmental defect, or pathology. 

(3) This coverage shall be the same as that provided for any other 
musculoskeletal disorder in the body and shall be provided whether 
prescribed or administered by a physician or dentist. 

(c)(1) The policyholder shall accept or reject the optional coverage in 
writing on the application. 

(2) The application shall specifically and conspicuously inform the 
policyholder that rejection of the option means that covered benefits 
provided to insureds or enrollees will not include temporomandibular 
joint disorder or craniomandibular disorder. 

(d) Nothing in this section shall prevent an insurer from including 
such coverage for any or all musculoskeletal disorders affecting any 
bone or joint in the face, neck, or head as part of a policy’s basic 
coverage, in lieu of offering optional coverage. 

(e) This section shall apply to those healthcare plans issued, deliv- 
ered, renewed, extended, amended, or modified on or after August 13, 
2001. 


History. Acts 2001, No. 1470, §§ 1, 2; substituted “rule” for “regulation” in 
2019, No. 315, § 2709. (aX(1)(B)(ii). 
Amendments. The 2019 amendment 


23-79-152. Cancellation, increase in premium, and negative risk 
rating prohibited when insured not at fault. 


(a) Except as provided in subsection (c) of this section, when a person 
is innocent of any negligent or intentional act that was the proximate 
cause of an accident or injury whether or not a claim is filed under any 
policy or contract of insurance, no insurer authorized to transact the 
business of motor vehicle liability insurance in this state shall solely as 
a result of the accident or injury: 

(1) Cancel the person’s insurance policy or contract; 


23-79-155 
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(2) Increase the premium during the term or upon renewal of the 
person’s insurance policy or contract; or 
(3) Lower or otherwise nesaLwels impact the risk rating of the 


person. 


(b) Any insurer that violates the provisions of this section shall be 
subject to the procedure and penalties provided under the Trade 


Practices Act, § 23-66-201 et seq. 


(c) Nothing in this section shall prevent an insurer from canceling, 
not renewing, or revising the rating of an insurance policy if thei insurer — 
is otherwise permitted to do so by statute or rule. 


History. Acts 2005, No. 1194, § 1; 
2019, No. 315, § 2710. 


Amendments. ‘The 2019 amendment 
substituted “rule” for “regulation” in (c). 


23-79-155. Commercial general liability insurance. 


CASE NOTES 


Retroactive Operation. 

In an action arising from the subcon- 
tractors’ faulty work on a home, the dis- 
trict court properly dismissed the general 
contractor’s breach of contract claim 
against the insurer because defective 
work resulting in damages only to the 
work product itself was not an “occur- 
rence” as defined in the commercial gen- 


23-79-160. [Repealed.] 


Publisher’s Notes. This section, con- 
cerning health insurance information re- 
garding the Health Care Independence 
Program, was repealed by Acts 2021, No. 


tions. 


(a) As used in this section: 


eral liability policy under Essex. The court 
of appeals could not retroactively apply 
this section, which overruled Essex; in- 
stead, the insurance policy was governed 
by the law in effect at the time of its 
issuance. J-McDaniel Constr. Co. v. Mid- 
Continent Cas. Co., 761 F.3d 916 (8th Cir. 
2014). | 


481, § 3, effective July 28, 2021. The sec- 
tion was derived from Acts 2015, No. 1278, 
SpA 


23-79-161. Payment for oral anticancer medications — Defini- 


(1) “Anticancer medication” means any drug or biologic that is used 
to kill, slow, or prevent the growth of cancerous cells; | 
(2)(A) “Health benefit plan” means any group or blanket plan, policy, 
or contract for healthcare services issued, renewed, or extended in 
this state and outside this state for an enrollee or certificate holder 
who is a resident of this state by healthcare insurers, including 
indemnity and managed ‘care plans and the plans providing health 
benefits to state and public school employees under § 21-5-401 et 
seq., but excluding individual major medical plans and plans provid- 
ing healthcare services under Arkansas Constitution, Article 5, § 32, 
the Workers’ Compensation Law, § 11-9-101 et seq., and the Public 
Employee Workers’ Compensation Act, § 21-5-601 et seq. 
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(B) “Health benefit plan” does not include an accident-only, speci- 
fied disease, hospital indemnity, Medicare supplement, long-term 
care, disability income, or other limited benefit health insurance 
policy; and 
(3) “Healthcare insurer” means any insurance company, hospital and 

medical service corporation, or health maintenance organization issu- 
ing or delivering health benefit plans in this state and that is subject to 
any of the following laws: 

(A) The insurance laws of this state; 

(B) Section 23-75-101 et seq., pertaining to hospital and medical 
service corporations; and 

(C) Section 23-76-101 et seq., pertaining to health maintenance 
organizations. | 
(b) Every health benefit plan that is issued, renewed, or extended in 

this state and every group health benefit plan that is issued, renewed, 
or extended outside this state, for an enrollee or certificate holder who 
is a resident of this state that provide coverage for anticancer medica- 
tions that are injected or intravenously administered by a healthcare 
provider or a patient shall not require a higher copayment, coinsurance, 
or deductible amount for orally administered anticancer medications 
than the health benefit plan requires for injected or intravenously 
administered anticancer medications regardless of the formulation or 
benefit category determination by the health benefit plan. 

(c)(1) A healthcare insurer shall not impose a copayment, coinsur- 
ance, or a deductible amount or a combination of a copayment, 
coinsurance, or a deductible amount charged to the insured for orally 
administered anticancer medications that is greater than the copay- 
ment, coinsurance, or deductible amount charged to the insured for 
injected or intravenously administered anticancer medications. 

(2) A healthcare insurer shall not reclassify benefits with respect to 
cancer treatment medications or increase a copayment, deductible, or 
coinsurance amount for covered cancer treatment medications that are 
injected or intravenously administered unless: 

(A) The increase is applied generally to other medical or pharma- 
ceutical benefits covered under the plan and is not done to circumvent 
subdivision (c)(1) of this section; 

(B) The reclassification of benefits with respect to cancer treat- 
ment medications is done in a manner that is consistent with this 
section; or 

(C) A healthcare insurer is applying cost-sharing increases consis- 
tent with the annual increases in the cost of health care. 

(d)(1) A health benefit plan may adopt policies to ensure that claims 
for coverage of orally administered anticancer medications submitted 
for payment comply with the same coding, documentation, and other 
requirements necessary for payment as those claims for coverage of 
injected or intravenously administered anticancer medications. 

(2) The Insurance Commissioner shall promulgate rules as may be 
necessary to implement this section. 
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History. Acts 2017, No. 543, § 1. 
Effective Dates. Acts 2017, No. 543, 
§ 1: Jan. 1, 2018. 


23-79-162. Notice of renewal in affiliate or subsidiary. 


(a) This section applies to all forms of property and casualty insur- 
ance written under this subchapter. 

(b) A notice of nonrenewal is not required if: | 

(1) The insured is transferred from an insurer to an affiliate insurer 
for future coverage; and 

(2) The transfer results in substantially similar or broader coverage 
to the insured. : 

(c)(1) Notice of a renewal in an affiliate or subsidiary shall be 
provided to a policyholder according to the renewal notice requirements 
applicable to the type or kind of policy being renewed. 

(2) The notice of renewal in an affiliate or subsidiary described in 
subdivision (c)(1) of this section shall state: 

(A) The reason for the change to the affiliate or subsidiary; 

(B) That coverage shall be provided by the affiliate or subsidiary 
unless the policyholder chooses to pursue coverage with an insurer 
outside the group of affiliated insurers; and 

(C) The relevant information about changes to the policy’s deduct- 
ible, provisions, and amount of premium. 

(d) At least ninety (90) days in advance of mailing the notice of 
renewal in an affiliate or subsidiary to its policyholders, an insurer 
shall notify the Insurance Commissioner of its intention to renew 
policies in bulk in an affiliate or subsidiary and provide the commis- 
sioner with a copy of the notice to policyholders. 

(e) This section does not repeal or supersede any requirements of the 
Insurance Holding Company Regulatory Act, § 23-63-501 et seq., 
including without limitation the provisions of § 23-63-515 that are 
applicable to material transactions between an insurer and an insurer’s 
affiliates. 


History. Acts 2019, No. 689, § 3. 


23-79-163. Excepted benefits. 


Excepted benefits are not subject to the requirements of this sub- 
chapter regarding coverage of a specific person, provider, treatment, 
service, condition, or disease unless that coverage is required by law. 


History. Acts 2019, No. 521, § 23. 
23-79-164. Coverage for positron emission tomography — Defi- 
nitions. 


(a) As used in this section: 
(1)(A) “Health benefit plan” means an individual, blanket, or any 
group plan, policy, or contract for healthcare services issued, re- 
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newed, or extended in this state by a healthcare insurer, health 

maintenance organization, hospital medical service corporation, or 

self-insured governmental or church plan in this state. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

(ii) Plans providing health benefits to state and public school 
employees under § 21-5-401 et seq. 

(C) “Health benefit plan” does not include: 

(i) A plan that provides only dental benefits or eye and vision care 
benefits; 

(ii) A disability income plan; 

(iii) A credit insurance plan; 

(iv) Insurance coverage issued as a supplement to liability insur- 
ance; 

(v) Medical payments under an automobile or homeowners insur- 
ance plan; 

(vi) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vii) A plan that provides only indemnity for hospital confinement; 

(viii) An accident-only plan; or 

(ix) A specified disease plan; 

(2)(A) “Healthcare insurer” means any insurance company, hospital 

and medical service corporation, or health maintenance organization 

that issues or delivers health benefit plans in this state and is subject 
to any of the following laws: 

(i) The insurance laws of this state; 

(ii) Section 23-75-101 et seq., pertaining to hospital and medical 
service corporations; or 

(iii) Section 23-76-101 et seq., pertaining to health maintenance 
organizations. 

(B) “Healthcare insurer” does not include an entity that provides 
only dental benefits or eye and vision care benefits; and 
(3) “Positron emission tomography” means an imaging test that uses 

radioactive substances to visualize and measure metabolic processes in 
the body to help reveal how tissue and organs are functioning. 

(b) Ahealthcare insurer that offers a health benefit plan in this state 
shall provide coverage for positron emission tomography to screen for or 
to diagnose cancer in a patient upon the recommendation of the 
patient’s physician when the patient has a prior history of cancer. 

(c) Benefits under subsection (b) of this section are subject to any 
health benefit plan provisions that apply to other services covered by 
the health benefit plan. 


History. Acts 2021, No. 583, § 1. 


23-79-165 
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23-79-165. Coverage for hepatitis C screening asian preg- 


nancy. 


(a) A health benefit plan that is offered, issued, or renewed in this 
state shall provide coverage for screening for hepatitis C during 
pregnancy by a healthcare professional on or after January 1, 2022. 

(b) The coverage for screening for hepatitis C during pregnancy 


under this section: 


(1) Is not subject to policy deductibles or copayment requirements; 


and 


(2) Does not diminish or limit benefits otherwise allowable under a 


health benefit plan. 


(c) Coverage provided for screening under subsection (a) of this 
section for a government self-insured plan is subject to any health 
benefit plan provisions that apply to other services covered by the 


health benefit plan. 


History. Acts 2021, No. 598, § 3. 

A.C.R.C. Notes. Acts 2021, No. 598, 
§ 1, provided: “Legislative findings. The 
General Assembly finds that: 

“(1) Hepatitis C virus infection is the 
most common blood-borne infection in the 
United States; 

“(2) Public health professionals recom- 
mend Hepatitis C virus screening for all 
adults, including pregnant women; 

“(3) Hepatitis C virus screening is rec- 
ommended for all pregnant women during 
each pregnancy, except in settings where 
the prevalence of Hepatitis C virus infec- 
tion is less than one-tenth percent (0.1%); 

“(4) Pregnant mothers who have Hepa- 
titis C virus can pass the virus that causes 
the disease to the baby during childbirth, 
whether the baby is delivered vaginally or 


through caesarean section, in five to ten 
percent (5-10%) of the cases; 

“(5) Hepatitis C virus infected infants 
require treatment that can be given at 
three (3) years of age and is effective in 
greater than ninety-five percent (95%) of 
cases; 

“(6) Untreated, chronic infection in in- 
fants can lead to cirrhosis or scarring of 
the liver in one eight-tenths percent 
(1.8%) of children between two (2) and 
nine (9) years of age as well as hepatocel- 
lular carcinoma; and 

“(7) Pregnancy is an opportune time for 
women to receive a Hepatitis C virus 
screening while simultaneously receiving 
other prenatal screening and testing that 
is currently mandated by law.” 


23-79-166. Insurance coverage of gender transition procedures 
for minors prohibited. , 


(a) As used in this section, “gender transition procedures” means the 


same as defined in § 20-9-1501. 


(b) A health benefit plan under an insurance policy or other plan 
providing healthcare coverage in this state shall not include reimburse- 
ment for gender transition procedures for a person under eighteen (18) 


years of age. 


(c) A health benefit plan under an insurance policy or éther plan 
providing healthcare coverage in this state is not required to provide 
coverage for gender transition procedures. 


History. Acts 2021, No. 626, § 4. 
A.C.R.C. Notes. Acts 2021, No. 626, 
§ 1, provided: “Title. This act shall be 


known and may be cited as the ‘Arkansas 
Save Adolescents from Experimentation 
(SAFE) Act’.” 
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Acts 2021, No. 626, § 2, provided: “Leg- 
islative findings. The General Assembly 
finds that: 

“(1) Arkansas has a compelling govern- 
ment interest in protecting the health and 
safety of its citizens, especially vulnerable 
children; 

“(2)(A) Only a small percentage of the 
American population experiences distress 
at identifying with their biological sex. 

“(B) According to the American Psychi- 
atric Association, ‘For natal adult males, 
prevalence ranges from 0.005% to 0.014%, 
and for natal females, from 0.002% to 
0.003%.’; 

“(3) For the small percentage of chil- 
dren who are gender nonconforming or 
experience distress at identifying with 
their biological sex, studies consistently 
demonstrate that the majority come to 
identify with their biological sex in adoles- 
cence or adulthood, thereby rendering 
most physiological interventions unneces- 
sary; 

“(4) Furthermore, scientific studies 
show that individuals struggling with dis- 
tress at identifying with their biological 
sex often have already experienced psy- 
chopathology, which indicates these indi- 
viduals should be encouraged to seek 
mental health services to address comor- 
bidities and underlying causes of their 
distress before undertaking any hormonal 
or surgical intervention; 

“(5) Even among people who have un- 
dergone inpatient gender reassignment 
procedures, suicide rates, psychiatric mor- 
bidities, and mortality rates remain 
markedly elevated above the background 
population; 

“(6)(A) Some healthcare providers are 
prescribing puberty-blocking drugs, such 
as gonadotropin-releasing hormone ana- 
logues, in order to delay the onset or 
progression of puberty in children who 
experience distress at identifying with 
their biological sex. 

“(B) The prescribing of puberty-block- 
ing drugs is being done despite the lack of 
any long-term longitudinal studies evalu- 
ating the risks and benefits of using these 
drugs for the treatment of such distress or 
gender transition; 

“(7) Healthcare providers are also pre- 
scribing cross-sex hormones for children 
who experience distress at identifying 
with their biological sex, despite the fact 
that no randomized clinical trials have 
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been conducted on the efficacy or safety of 
the use of cross-sex hormones in adults or 
children for the purpose of treating such 
distress or gender transition; 

“(8) The use of cross-sex hormones 
comes with serious known risks, such as: 

“(A) For biological females: 

“Gi) Erythrocytosis, which is an in- 
crease in red blood cells; 

“(i) Severe liver dysfunction; 

“(iii) Coronary artery disease, includ- 
ing heart attacks; 

“iv) Cerebrovascular disease, includ- 
ing strokes; 

“(v) Hypertension; 

_ “(vi) Increased risk of breast and uter- 
ine cancers; and 

“(vii) Irreversible infertility; and 

“(B) For biological males: 

“(i) Thromboembolic disease, including 
blood clots; 

“(i) Cholelithiasis, 
stones; 

“Gii) Coronary artery disease, includ- 
ing heart attacks; 

“(iv) Macroprolactinoma, which is a tu- 
mor of the pituitary gland; 

“(v) Cerebrovascular disease, including 
strokes; 

“(vi) Hypertriglyceridemia, which is an 
elevated level of tryglycerides in the blood; 

“(vii) Breast cancer; and 

“(vili) Irreversible infertility; 

“(9) Genital and nongenital gender re- 
assignment surgeries are generally not 
recommended for children, although evi- 
dence indicates referrals for children to 
have such surgeries are becoming more 
frequent; 

“(10)(A) Genital gender reassignment 
surgery includes several irreversible inva- 
sive procedures for males and females and 
involves the alteration of biologically 
healthy and functional body parts. 

“(B) For biological males, surgery may 
involve: 

“G) Genital reconstruction including 
penectomy, which is the removal of the 
penis; 

“Gi) Orchiectomy, which is the removal 
of the testicles; 

“(ii) Vaginoplasty, which is the con- 
struction of a vagina-like structure, typi- 
cally through a penile inversion proce- 
dure; 

“Giv) Clitoroplasty, which is the con- 
struction of a clitoris-like structure; and 


including _ gall- 
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“(v) Vulvoplasty, which is the construc- 
tion of a vulva-like structure. 

“(C) For biological females, 
may involve: 

“(i) A. hysterectomy or oophorectomy; 

“(4i) Reconstruction of the urethra; 

“Gii) Genital reconstruction including 
metoidioplasty or phalloplasty, which is 
the construction of a penis-like structure; 

“Gv) Vaginectomy, which is the removal 
of the vagina; 

“(v) Scrotoplasty, which is the construc- 
tion of a penis-like and scrotum-like struc- 
ture; and 

“(vi) Implantation of erection or tes- 
ticular prostheses; 

“(11) The complications, risks, and 
long-term care concerns associated with 
genital gender reassignment surgery for 
both males and females are numerous and 
complex; 

“(12)(A) Nongenital gender reassign- 
ment surgery includes various invasive 
procedures for males and females and also 
involves the alteration or removal of bio- 
logically normal and functional body 
parts. 

“(B). For biological males, this surgery 
may involve: 

“G) Augmentation mammoplasty; 

“Gii) Facial feminization surgery; 

“(Gii) Liposuction; 

“Gv) Lipofilling; 

“(v) Voice surgery; 

“(vi) Thyroid cartilage reduction; 


surgery 
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“(vii) Gluteal augmentation; 

“(viii) Hair reconstruction; and 

“(ix) Other aesthetic procedures. 

“(C) For biological females, this surgery 
may involve: 

“(i) A subcutaneous mastectomy; 

“Gi) Voice surgery; 

“ii) Liposuction; 

“Giv) Lipofilling; 

“(v) Pectoral implants; and 

“(vi) Other aesthetic procedures; 

“(13)(A) It is an accepted principle of 
economics and public policy that when a 
service or product is subsidized or reim- 
bursed, demand for that service or prod- 
uct is increased. 

“(B) Between 2015 and 2016, gender 
reassignment surgeries increased by 
nearly twenty percent (20%) in the United . 
States; 

“(14) It is of grave concern to the Gen- 
eral Assembly that the medical commu- 
nity is allowing individuals who experi- 
ence distress at identifying with their 
biological sex to be subjects of irreversible 
and drastic nongenital gender reassign- 
ment surgery and irreversible, perma- 
nently sterilizing genital gender reassign- 
ment surgery, despite the lack of studies 
showing that the benefits of such extreme 
interventions outweigh the risks; and 

“(15) The risks of gender transition pro- 
cedures far outweigh any benefit at this 
stage of clinical study on these proce- 
dures.” 


23-79-167. Health savings account-qualified health insurance 
policy — Exemption — Definition. 


(a) As used in this section, “health savings account-qualified health 
insurance policy” means a policy of individual or group health insur- 
ance coverage that satisfies the criteria for a high deductible health 
plan under 26 U.S.C. § 223, as it existed on January 1, 2021. 

(b) A health savings account-qualified health. insurance policy is 
exempt from a prohibition on cost-sharing requirements for a covered 
benefit that is required under state law to the extent the exemption is 
necessary to meet the criteria for a health savings account-qualified 
health insurance policy. 

(c) This section does not apply to any coverage required by state law 
that pertains to preventive care as defined by regulation or guidance 
issued by the United States Department of the Treasury under 26 
U.S.C. § 223, as it existed on January 1, 2021, with respect to any 
health savings account-qualified health insurance policy issued, deliv- 
ered, amended, or renewed while the regulation or guidance issued by 
the United States Department of the Treasury is effective. 
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History. Acts 2021, No. 939, § 1. 
Suspcuaprer 2 — Suits Acainst INsurers 


SECTION. 
23-79-204. Venue. 


23-79-202. Limitation of actions. 
- CASE NOTES 


Choice of Law. requiring suit to be filed before the statute 

Insured’s claim against insurers was _ of limitations expired was void under this 
not time-barred, because under Arkansas__ section. Simmons Foods, Inc. v. Indus. 
Supreme Court precedent, Arkansas law’ Risk Insurers, 863 F.3d 792 (8th Cir. 
applied and therefore a policy provision 2017). 


23-79-204. Venue. 


(a) An action brought in this state by or in behalf of the insured or 
beneficiary against an insurer as to a loss occurring or benefits or rights 
provided under an insurance policy or annuity contract shall be brought 
in either: 

(1) The county in which the loss occurred, or the insured died, in the 
case of life insurance; or 
_ (2) The county of the insured’s residence at the time of the loss or 
death. 

(b) Actions brought in this state against an insurer under § 23-79- 
210, which provides that the liability insurer may be sued directly 
where the insured is legally immune, shall be brought either in the 
county where the injury or damage occurred or where one (1) or more of 
the plaintiffs resided at the time of the injury or damage. 

(c) The venue of all other actions against a domestic insurer shall be 
as provided in § 16-60-101. 


History. Acts 1959, No. 148, § 301; 
A.S.A. 1947, § 66-3234; Acts 2015, No. 
830, § 3. | 


23-79-208. Damages and attorney’s fees on loss claims. 
RESEARCH REFERENCES 


U. Ark. Little Rock L. Rev. Michael J. Contract, 42 U. Ark. Little Rock L. Rev. 
Berry, Note: Arkansas’s Un-American Ap- 587 (2020). 
proach to Attorney’s Fees for Breach of 
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CASE NOTES 


ANALYSIS 


Applicability. 

Award Improper. 

Defense or Justification. 
Penalty and Attorney’s Fees. 
Preservation for Review. 


Applicability. 

Recovery of attorney’s fees to a hands 
in an insurance-contract action is exclu- 
sively available under this section, and an 
award under § 16-22-308 is prohibited; 
because § 16-22-308 does not contain a 
condition on a fee award, this section falls 
squarely within § 16-22-308’s exception 
that it does not apply when attorney’s fees 
are “otherwise provided by law.” Gafford v. 
Allstate Ins. Co., 2015 Ark. 110, 459 
S.W.3d 277 (2015). 


Award Improper. 


When an innocent spouse’s husband 


burned down the parties’ house and died 
by suicide inside the house, it was error to 
award the spouse damages against an 
insurer who denied the spouse’s claim 


under the policy’s intentional acts exclu- 


sion because the spouse was not entitled 
to judgment against the insurer. Shelter 
Mut. Ins. Co. v. Lovelace, 2020 Ark. 93, 
594 S.W.3d 84 (2020). 


Defense or Justification. 

Insured was not entitled to a statutory 
penalty and attorney’s fees based on an 
insurer’s delay in paying’ the insured’s 
mortgage; it was clear that the delay was 
initially caused by the mortgage compa- 


ny’s failure to furnish proper and neces- 
sary information and later by the in- 
sured’s refusal to consent to _ the 
company’s use of the funds paid by the 
insurer to pay the mortgage. Jackson v. 
Allstate Ins. Co., 785 F.3d 1193 (8th Cir. 


~ 2015). 


Penalty and Attorney’s Fees. 

Insured was not entitled to relief 
against an insurer under this section or 
§ 23-79-209 because (1) the insured did 
not allege the insurer breached a contrac- 
tual duty, and (2) the insured’s suit did not 
arise from. a declaratory judgment action 
or the insurer’s' effort to cancel or lapse a 
policy, so the insured suffered no “loss” 
covered by either statute: Cooper v. Gen. 
Am. Life Ins. Co., 827 F.3d 729 (8th Cir. 
2016). : 

Insured’s claim for statutory 12% pen- 
alty damages and attorney’s fees against 
insurers was properly denied because the 
insured did not recover at least 80% of the 
amount the insured sought. Simmons 
Foods, Inc. v. Indus. Risk Insurers, 863 
F.3d 792 (8th Cir. 2017). 


Preservation for Review. 

Creditors failed to obtain a clear ruling 
from the circuit court on awarding them 
the penalty and attorney’s fees under this 
section and therefore did not preserve the 
issue for appeal. Bollinger v. Farm Credit 
Midsouth, PCA, 2021 Ark. App. 112, 619 
S.W.3d 398 (2021). 

Cited: Farm Bureau Mut. Ins. Co. of 
Ark. v. VJM Enters., LLC, 2017 Ark. App. 
28, 511 S.W.3d 349 (2017). 


23-79-209. Allowance of attorney’s fees in suits to terminate, 
modify, or reinstate policy. 


RESEARCH REFERENCES 


Ark. L. Rev. Mark James Chaney, Re- 
cent Developments: Interpreting Arkan- 
sas Law, The Eighth Circuit Holds an 
Award of Attorneys’ Fees Shall Be Pro- 


vided to a Policy Holder Who Partially 
Prevails Against an Insurer’s Action De- 
nying Its Duty to Defend the Holder, 66 
Ark. L. Rev. 1145 (2013). 


CASE NOTES — 


Applicability. 


this section because (1) the insured did 


Insured was not entitled to relief not allege the insurer breached a contrac- 


against an insurer under § 23-79-208 or 


tual duty, and (2) the insured’s suit did not 
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arise from a declaratory judgment action covered by either statute. Cooper v. Gen. 
or the insurer’s effort to cancel or lapse a . Am. Life Ins. Co., 827 F.3d. 729 (8th Cir. 
policy, so the insured suffered no “loss” 2016). 


23-79-210. Direct cause of action against liability insurer when 
insured not subject to tort suit. 


RESEARCH REFERENCES 


Ark. L. Notes. Courtney Baltz, When Case Against Charitable Immunity In Ar- 
Justice Should Precede Generosity: The kansas, Ark. L. Notes (Apr. 2, 2021). 


SUBCHAPTER 3 — MINIMUM STANDARDS — COMMERCIAL PROPERTY AND 
CasuaALty INSURANCE POLICIES 


SECTION. 
23-79-307. Standards — Definition. a 
23-79-310. Rules. 
23-79-311. Motor vehicle liability insur- 
ance — Extraterritorial 
provision. 


23-79-307. Standards — Definition. 


(a) In addition to other applicable provisions of the Arkansas Insur- 
ance Code, insurers and insurance policies subject to the provisions of 
this subchapter shall meet the following standards: 

(1) Notice of claim given by or on behalf of the named insured to any 
authorized agent of the insurer with specific information to identify the 
insured is deemed notice of claim to the insurer; 

(2) Policies may be issued for a term in excess of twelve (12) months 
with the premium adjustable on an annual basis if the policy contains 
an express provision to that effect. At least thirty (30) days’ advance 
notice in writing of the premium to be charged on the policy anniver- 
sary date must be given to the insured and the agent of record if the 
insured has furnished the information necessary to calculate the 
premium; 

(3) Forms or endorsements that reduce, restrict, or modify the 
original policy coverage shall be accepted and signed by the named 
insured if those forms or endorsements were issued: 

(A) After the policy inception date but before renewal of the policy; 
and | 
(B) Not at the request of the named insured; 

(4) Any policy providing an aggregate limit of liability within the 
schedule of limits must include a notice specifying that the policy limit 
is an “aggregate”. The aggregate limit provision must be clearly defined 
within the policy; 

(5)(A) Policies containing provisions that would reduce the limit of 

liability available for judgments or settlements by the amount of 

payment made for defense cost or claim expenses shall not be 
approved by the Insurance Commissioner unless a separate limit for 
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defense costs equal to one hundred percent (100%) of the annual 

aggregate limit of liability stated in the policy for judgments or 

settlements is offered for defense costs or claims expenses to the 
insured. However, no policy covering automobile liability insurance 
may contain the defense within the limits concept. 

(B) This subsection does not apply to policies or contracts that the 
commissioner may exempt by order upon a finding that this subsec- 
tion may not practically be applied or that its application is not 
necessary or desirable for the protection of the public; 

(6)(A) When an insurer revises its rates or rules and the revision 

results in a premium increase equal to or greater than twenty-five 

percent (25%) on any renewal policy issued for a term of twelve (12) 

months or less, the insurer shall mail or deliver to the insured’s agent 

not less than thirty (30) days prior to the effective date of renewal, 
and to the insured not less than ten (10) days prior to the effective 
date of renewal, notice specifically stating the insurer’s intention to 
increase the premium by an amount equal to or greater than 

twenty-five percent (25%). 

(B) If the notice is not given as stated in subdivision (a)(6)(A) of 
this section, the insurer is required to extend the existing policy 
thirty (30) days from the date the notice is mailed or delivered. The 
premium for the policy as extended in such circumstances shall be no 
more than the pro rata premium of the existing policy; 

(7) Except in the case of nonpayment of premium, an insurer shall 
renew a policy unless a written notice of nonrenewal is mailed at least 
sixty (60) days prior to the expiration date of the policy or, for a policy 
for a term longer than one (1) year and not having a fixed expiration 
date, sixty (60) days prior to the anniversary date; and 

(8) Policies containing an exclusion for punitive damages must 
include a definition of punitive damages substantially similar to the 
following: “Punitive damages” are damages that may be imposed to 
punish a wrongdoer and to deter others from similar conduct. 

(b) As used in this section, “renewal” or “renew” means the issuance 
and delivery by an insurer of a policy superseding a policy previously 
issued by the insurer at the end of the previously issued policy period if 
the policy is delivered by: 

(1) The same insurer; or 

(2) An affiliate or subsidiary, as those terms are defined in § 23-63- 
5038, that has a financial strength rating that is: 

(A) Issued by an industry-recognized independent insurance rat- 
ing company; and 

(B) At least as good as the insurer issuing the superseded policy. 
(c) This section does not repeal or supersede any requirements of the 

Insurance Holding Company Regulatory Act, § 23-63-501 et seq., 
including without limitation the provisions of § 23-63-515 that are 
applicable to material transactions between an insurer and an insurer’s 
affiliates. 
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History. Acts 1987, No. 204, § 3; 1989, 
No. 797, § 1; 1991, No. 1123, §§ 14, 15; 
1999, No. 458, § 9; 2001, No. 1555, §§ 13- 
15; 2019, No. 348, § 1; 2019, No. 689, § 1. 
Amendments. The 2019 amendment 


by No. 343 rewrote (a)(3) and added 
(a)(3)(A) and (a)(3)(B). — 

The 2019 amendment by No. 689 added 
the (a) designation; and added (b) and (c). 


23-79-310. Rules. 


The Insurance Commissioner may promulgate such reasonable rules 
as are necessary to carry out the provisions of this subchapter. 


History. Acts 1987, No. 204, § 8; 2019, 
fai, § 2ril. 
Amendments. The 2019 amendment 


deleted “and regulations” following “rules” 
in the section heading and the text. 


23-79-311. Motor vehicle liability insurance — Extraterritorial 
provision. 


(a)(1) Motor vehicle liability insurance applies to the amounts that 
the owner is legally obligated to pay as damages because of accidental 
bodily injury and accidental property damage arising out of the owner- 
ship or operation of a motor vehicle if the accident occurs in the United 
States, its possessions, or Canada. 

(2) Motor vehicle liability insurance sats afford limits of liability not 
less than those required under the financial responsibility laws of the 
jurisdiction of this state. 

(b) If the accident occurs outside this state but in the United States, 
its possessions, or Canada and if the limits of liability of the financial 
responsibility or compulsory insurance laws of the applicable jurisdic- 
tion exceed the limits of liability of the financial responsibility laws of 
this state, the motor vehicle liability insurance is deemed to comply 
with the limits of liability of the laws of the applicable jurisdiction. 

(c) For purposes of this section, “motor vehicle” is defined as provided 


in § 27-14-104. 


History. Acts 2001, No. 309, § 1; 2019, 
No. 391, § 9. 
Amendments. The 2019 amendment 


substituted “§ 27-14-104” for “§ 27-14- 
207” in (c). 


SUBCHAPTER 4 — MEDICARE SUPPLEMENT INSURANCE MiIniMuM STANDARDS 
AcT 


SECTION. 

23-79-404. Standards for policy provi- 
sions and authority to pro- 
mulgate rules. 

23-79-405. Loss ratio standards. 


A.C.R.C. Notes. Acts 2017, No. 684, 
ge provided: “Legislative findings and 
intent. 


SECTION. 

23-79-406. Disclosure standards — Defi- 
nition. 

23-79-409. Administrative procedures. 

23-79-410. Penalties. 


“(a) The General Assembly finds that: 
“(1) Arkansans who are under sixty- 
five (65) years of age and have Medicare 


23-79-404 


due to a disability are unable to purchase 
certain policies of Medigap coverage, also 
known as Medicare supplement insur- 
ance, under State Insurance Department 
Rule 27; and 

“(2) The exclusion of the Medigap cov- 
erage option under State Insurance De- 
partment Rule 27 may create an undue 
financial burden on Arkansas residents. 

“(b) It is the intent of the General As- 
sembly to ensure that Arkansans have 
access to Medigap coverage that is cur- 
rently available to individuals with dis- 
abilities residing in other states. 

“(c)(1) The State Insurance Depart- 
ment shall amend State Insurance De- 
partment Rule 27 to allow for the sale and 
purchase of certain policies of Medigap 
coverage by Arkansans who are under 
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sixty-five (65) years of age and have Medi- 
care due to a disability. 

“(2) On or before January 1, 2018, the 
department shall submit its proposed 
amendment of the rule under subdivision 
(c)(1) of this section to the Senate Commit- 
tee on Insurance and Commerce for re- 
view and approval. 

“(3) The department shall include with 
its proposed amendment of the rule under 
subdivision (c)(1) of this section: 

“(A) Written findings that address the 
Medigap premium assessment process; 
and 

“(B) A written description of specific 
efforts the department has taken to en- 
sure that Medigap premiums that are 
made available under the proposed rule 
are competitively priced.” 


23-79-404. Standards for policy provisions and authority to 


promulgate rules. 


(a) No Medicare supplement policy or certificate in force in this state 
shall contain benefits that duplicate benefits provided by Medicare. 
(b) Notwithstanding any other provision of law of this state, a 


Medicare supplement policy or certificate shall not exclude or limit 
benefits for losses incurred more than six (6) months from the effective 
date of coverage because it involved a preexisting condition. The policy 
or certificate shall not define a preexisting condition more restrictively 
than a condition for which medical advice was given or treatment was 
recommended by or received from a physician within six (6) months 
before the effective date of coverage. 

(c) The Insurance Commissioner shall adopt reasonable rules to 
establish specific standards for policy provisions of Medicare supple- 
ment policies and certificates. Such standards shall be in addition to 
and in accordance with applicable laws of this state, including §§ 23- 
66-306, 23-79-109, and 23-79-112. No requirement of the Arkansas 
Insurance Code relating to minimum required policy benefits, other 
than the minimum standards contained in this subchapter, shall apply 
to Medicare supplement policies and certificates. The standards may 
cover, but not be limited to: 

(1) Terms of renewability; 

(2) Initial and subsequent conditions of eligibility; 

(3) Nonduplication of coverage; 

(4) Probationary periods; 

(5) Benefit limitations, exceptions, and reductions; 

(6) Elimination periods; 

(7) Requirements for replacement; 

(8) Recurrent conditions; and 

(9) Definitions of terms. 
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(d) The commissioner shall adopt reasonable rules to establish 
minimum standards for benefits, claims payment, marketing practices 
and compensation arrangements, and reporting practices for Medicare 
supplement policies and certificates. 

(e) The commissioner may adopt, from time to time, such reasonable 
rules as are necessary to conform Medicare supplement policies and 
certificates to the requirements of federal law and regulations promul- 
gated thereunder, including, but not limited to: 

(1) Requiring refunds or credits if the policies or certificates do not 
meet loss ratio requirements; 

(2) Establishing a uniform methodology for calculating and reporting 
loss ratios; 

(3) Assuring public access to policies, premiums, and loss ratio 
information of issuers of Medicare supplement insurance; 

(4) Establishing a process for approving or disapproving policy forms 
and certificate forms and proposed premium increases; 

(5) Establishing a policy for holding public hearings prior to approval 
of premium increases; and 

(6) Establishing standards for Medicare SELECT policies and cer- 
tificates. } 

(f) The commissioner may adopt reasonable rules that specify pro- 
hibited policy provisions not otherwise specifically authorized by stat- 
ute which, in the opinion of the commissioner, are unjust, unfair, or 
unfairly discriminatory to any person insured or proposed to be insured 
under a Medicare supplement policy or certificate. 


History. Acts 1992 (1st Ex. Sess.), No. substituted “rules” for “regulations” in the 
22% 3; 2019,,No, 315, § 2712. section heading, in the introductory lan- 
Amendments. The 2019 amendment’ guage of (c) and (e), and in (d) and (f). 


23-79-405. Loss ratio standards. 


Medicare supplement policies shall return to policyholders benefits 
which are reasonable in relation to the premiums charged. The Insur- 
ance Commissioner shall issue reasonable rules to establish minimum 
standards for loss ratios of Medicare supplement policies on the basis of 
incurred claims experience, or incurred healthcare expenses when 
coverage is provided by a health maintenance organization on a service 
rather than reimbursement basis, and earned premiums in accordance 
with accepted actuarial principles and practices. 


History. Acts 1992 (1st Ex. Sess.), No. Amendments. The 2019 amendment 
72, § 3; 2019, No. 315, § 2718. substituted “rules” for “regulations”. 


23-79-406. Disclosure standards — Definition. 


(a) In order to provide for full and fair disclosure in the sale of 
Medicare supplement policies, no Medicare supplement policy or cer- 
tificate.shall be delivered in this state unless an outline of coverage is 
delivered to the applicant at the time application is made. 
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(b) The Insurance Commissioner shall prescribe the format and 
content of the outline of coverage required by subsection (a) of this 
section. For purposes of this section, “format” means style, arrange- 
ments, and overall appearance, including such items as the size, color, 
and prominence of type, and arrangement of text and captions. The 
outline of coverage shall include: 

(1) A description of the principal benefits and coverage provided i in 
the Medicare supplement policy; 

(2) Astatement of the renewal provisions, including any reservation — 
by the issuer of a right to change premiums, and disclosure of the 
existence of any automatic renewal premium increases based on the 
policyholder’s age; and 

(3) A statement that the outline of coverage is a summary of the 
Medicare supplement policy issued or applied for and that the Medicare 
supplement policy should be consulted to determine governing contrac- 
tual provisions. 

(c)(1) The commissioner may prescribe by rule a standard form and 
the contents of an informational brochure for persons eligible for 
Medicare which is intended to improve the buyer’s ability to select the 
most appropriate coverage and improve the buyer’s understanding of 
Medicare. 

(2) Except in the case of direct response insurance policies, the 
commissioner may require by rule that the informational brochure be 
provided to any prospective insureds eligible for Medicare concurrently 
with delivery of the outline of coverage. 

(3) With respect to direct response insurance policies, the commis- 
sioner may require by rule that the prescribed brochure be provided 
upon request to any prospective insureds eligible for Medicare, but in 
no event later than the time of policy delivery. 

(d) The commissioner may adopt rules for captions or notice require- 
ments determined to be in the public interest and designed to inform 
prospective insureds that particular insurance coverages are not Medi- 
care supplement coverages for all accident and health insurance 
policies sold to persons eligible for Medicare by reason of age, other 
than: 

(1) Medicare supplement policies; 

(2) Disability income policies; 

(3) Basic, catastrophic, or major medical expense policies; or 

(4) Single premium, nonrenewable policies. 

(e) The commissioner may adopt reasonable rules to govern the full 
and fair disclosure of the information in connection with the replace- 
ment of accident and health policies, subscriber contracts, or certifi- 
cates by persons eligible for Medicare. 


History. Acts 1992 (1st Ex. Sess.), No. Amendments. The 2019 amendment 
72, § 3; 2001, No. 1603, §§ 35, 36; 2019, substituted “rules” for “regulations” in the 
No. 315, § 2714. introductory language of (d) and in (e). 
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23-79-409. Administrative procedures. 


Rules adopted pursuant to this subchapter shall be subject to the 
provisions of § 23-61-108 and to the provisions of the Arkansas Admin- 
istrative Procedure Act, § 25-15-201 et seq. 


History. Acts 1992 (1st Ex. Sess.), No. Amendments. The 2019 amendment 
72, § 3; 2019, No. 315, § 2715. substituted “Rules” for “Regulations”. 


23-79-4100. Penalties. 


In addition to any other applicable penalties for violations of the 
Arkansas Insurance Code, the Insurance Commissioner may require 
issuers violating any provisions of this subchapter or rules promulgated 
pursuant to this subchapter to cease marketing any Medicare supple- 
ment policy or certificate in this state which is related directly or 
indirectly to a violation or may require the issuer to take such actions 
as are necessary to comply with the provisions of this subchapter, or 
both. 


History. Acts 1992 (1st Ex. Sess.), No. Amendments. The 2019 amendment 
72, § 3; 2019, No. 315, § 2716. substituted “rules” for “regulations”. 


SUBCHAPTER 6 — COVERAGE FOR DIABETES TREATMENT 


SECTION. . 
23-79-604. Exclusions. 
23-79-605. Rules. 


23-79-604. Exclusions. 


This subchapter shall not be construed as prohibiting a health 
insurance policy from excluding from coverage diabetes self-manage- 
ment training or equipment or supplies and related services for the 
treatment of Type I diabetes, Type II diabetes, or gestational diabetes 
when the training, equipment, supplies, and services are not medically 
necessary, provided that the medical necessity determination is made 
in accordance with generally accepted standards of the medical profes- 
sion and other applicable laws and rules. 


History. Acts 1997, No. 1249, § 4; Amendments. The 2019 amendment 
2019, No. 315, § 2717. substituted “rules” for “regulations”. 


23-79-605. Rules. 


The State Insurance Department shall develop and promulgate rules 
to implement the provisions of this subchapter. 


History. Acts 1997, No. 1249, § 5; substituted “rules” for “regulations” in the 
2019, No. 315, § 2718. section heading and the text. 
Amendments. The 2019 amendment 
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SuBCHAPTER 7 — Tax CreEpITs For Mepicatty Necessary Foops 


SECTION. 

23-79-703. Health insurance coverage for 
medically necessary foods 
— Definition. 


23-79-703. Health insurance coverage for medically necessary 
foods — Definition. 


(a) As used in this section, “medical disorder requiring specialized 
nutrients or formulas” means the following inherited metabolic disor- 
ders involving a failure to properly metabolize certain nutrients: 

(1) Nitrogen metabolism disorder; 

(2) Phenylketonuria; 

(3) Maple syrup urine disease; 

(4) Homocystinuria; 

(5) Citrullinemia; 

(6) Argininosuccinic acidemia; 

(7) Tyrosinemia, type 1; 

(8) Very-long-chain acyl-CoA dehydrogenase deficiency; 

(9) Long-chain 3-hydroxyacyl-CoA dehydrogenase deficiency; 

(10) Trifunctional protein deficiency; 

(11) Glutaric acidemia, type 1; 

(12) 3-methylcrotonyl CoA carboxylase deficiency; 

(13) Propionic acidemia; 

(14) Methylmalonic acidemia due to mutase deficiency; 

(15) Methlmalonic acidemia due to cobalamin A,B defect; 

(16) Isovaleric acidemia; 

(17) Ornithine transcarbamylase deficiency; 

(18) Non-ketotic hyperglycinemia; 

(19) Glycogen storage diseases; 

(20) Disorders of creatine metabolism; 

(21) Malonic aciduria; 

(22) Carnitine palmitoyl transferase deficiency type I]; 

(23) Glutaric aciduria type II; and 

(24) Sulfite oxidase deficiency. 

(b)(1) A health plan issued, delivered, amended, or modified in this 
state after January 1, 2018, shall provide the minimum benefits under 
subsection (c) of this section for medical foods, including without 
limitation: 

(A) Low-protein modified food products; 

(B) Amino-acid-based elemental formulas; 

(C) Extensively hydrolyzed protein formulas; 

(D) Formulas with modified vitamin or mineral content; and 
(E) Modified nutrient content formulas. 

(2)(A) The products and formulas listed in subdivision (b)(1) of this 

section shall be covered by a health plan regardless of delivery 

method, whether enteral or oral, or sole source or supplemental, or 
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the age of the covered person, for the treatment of a covered person 

with a medical disorder requiring specialized nutrients or formulas if: 

Gi) Either of the following occurs: 

(a) The medical food or low-protein modified food products, regard- 
less of delivery method, are prescribed by a healthcare provider 
licensed under § 17-95-401 et seq. as medically necessary; or 

(6) Ahealthcare provider licensed under § 17-95-401 et seq. issues 
a written order stating that a medical food is medically necessary for 
the therapeutic treatment of a medical disorder requiring specialized 
nutrients or formulas as described in subdivision (b)(1) of this section; 
and 

(ii) The product or formula is administered under the direction of 
a licensed healthcare practitioner under § 17-95-401 et seq. and shall 
only be administered under the direction of a clinical geneticist and a 
registered dietitian. | 

(B) As used in subdivision (b)(2)(A) of this section, a “healthcare 
provider” does not include a nurse practitioner or physician’s assis- 
tant. 

(3) To be covered by a health plan, treatment of a medical disorder 
requiring specialized nutrients or formulas shall be: 

(A) Derived from evidence-based practice guidelines; and 

(B) Efficacious. 

(c)(1) A health insurance policy, contract, certificate, or healthcare 
plan issued in this state by an insurance company, hospital medical 
service corporation, health maintenance organization, or a self-funded 
or self-insured governmental plan, whether an individual or group 
policy, contract, certificate, or healthcare plan, that covers the insured 
and the insured’s family shall provide coverage and reimbursement for 
the treatment of a medical disorder requiring specialized nutrients or 
formulas in accordance with subsection (b) of this section. 

(2) Benefits provided under the Arkansas Medicaid Program or 
coverage limited to expenses from an accident-only, specified disease, 
hospital indemnity, Medicare supplement, long-term care, disability 
income, or other limited benefit health insurance policy or plan is 
exempt from the requirement of subdivision (c)(1) of this section. 

(3) The benefit provided under subdivision (c)(1) of this section may 
be subject to a deductible, copayments, coinsurance, or other patient 
cost-sharing amounts required by the health plan. 

(d) If the cost of the products or formulas described in subdivision 
(b)(1) of this section for a covered person exceeds the income tax credit 
of two thousand four hundred dollars ($2,400) per year per covered 
person allowed under § 23-79-702 and the covered person cannot afford 
insurance coverage for treatment of a medical disorder requiring 
specialized nutrients or formulas as described in subdivision (b)(1) of 
this section, the Department of Health shall reimburse the healthcare 
provider up to one thousand dollars ($1,000) per covered person from 
any funds appropriated for the required healthcare service, including 

screening, diagnostic, and treatment services. 
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History. Acts 1999, No. 1113, § 3; 2001, Amendments. The 2017 amendment 
No. 1603, § 38; 2001, No. 1654, § 1; 2003, added “Definition” in the section heading; 
No. 1440, § 2; 2017, No. 1096, § 1. and rewrote the section. 


SUBCHAPTER 8 — ARKANSAS HEALTH INSURANCE CONSUMER CHOICE ACT 


SECTION. | SECTION. 
23-79-802. Definitions. plan not subject to state- 


23-79-8038. Requirements relating to of- mandated health benefits. 
fering a health benefits 23-79-805. Rules. | 


23-79-802. Definitions. 


As used in this subchapter: 

(1) “Health benefits plan” means any individual, blanket, or group 
plan, policy, or contract for healthcare services, issued or delivered bya 
healthcare insurer, health maintenance organization, or hospital and 
medical service corporation, excluding plans, policies, or contracts 
providing healthcare benefits or healthcare services pursuant to Arkan- 
sas Constitution, Article 5, § 32, the Workers’ Compensation Law, 
§ 11-9-101 et seq., the Public Employee Workers’ Compensation Act, 
§ 21-5-601 et seq., and the no-fault medical and hospital benefit 
requirements under § 23-89-202; and 

(2)(A)G) “State-mandated health benefits” means coverages for 

healthcare services or benefits required by state law or state rules, 

requiring the reimbursement or utilization related to a specific health 

illness, injury, or condition of the covered person or inclusion of a 

specific category of licensed healthcare practitioner to be provided to 

the covered person in a health benefits plan for a health-related 
condition of a covered person. 

(ii) However, for the purposes of the options provided by this 
subchapter, state-mandated health benefits that may be excluded, in 
whole or in part, shall not include any healthcare services or benefits 
that were mandated by Acts 1971, No. 34. : 

(B) “State-mandated health benefits” does not mean standard 
provisions or rights required to be present in a health benefit plan 
pursuant to state law or rules unrelated to a specific health illness, 
injury, or condition of the insured, including, but not limited to, those 
related to continuation of benefits in § 23-86-114, or entitlement to a 
conversion policy under § 23-86-115. 


History. Acts 2001, No. 924, § 2; 2019, substituted “rules” for “regulations” in 
No. 315, § 2719. (2)(A)Q). 
Amendments. The 2019 amendment 


23-79-803. Requirements relating to offering a health benefits 
plan not subject to state-mandated health benefits. 


(a) Every group accident and health insurer, hospital and medical 
service corporation, or health maintenance organization transacting 
health or accident and health insurance in this state may offer, as an 
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option, a group health benefits plan that, either in whole or in part, does 
not provide state-mandated health benefits on group health benefits 
plans under state law. 

(b) Every accident and health insurer transacting individual major 
medical insurance in this state may offer, as an option, an individual 
health benefits plan that, either in whole or in part, does not provide 
state-mandated health benefits on individual health benefit plans 
under state law. 

(c) In each sale of health policies or health contracts in which the 
proposed insured has selected a health benefits plan that, either in 
whole or in part, does not provide state-mandated health benefits, the 
accident and health insurer, hospital and medical service corporation, 
or health maintenance organization shall provide to the policyholder 
and to each certificate holder of a group health benefit plan a written 
notice, in a form and manner required by rule promulgated by the 
Insurance Commissioner, that one (1) or more of the mandated benefits 
are not included in the health benefit plan selected by the policyholder. 


History. Acts 2001, No. 924, § 3; 2008, 
No. 1359, § 1; 2019, No. 315, § 2720. 
Amendments. The 2019 amendment 


23-79-805. Rules. 


deleted “or regulation” following “rule” in 


(c). 


The Insurance Commissioner may promulgate rules necessary to 
implement the provisions of this subchapter. 


History. Acts 2001, No. 924, § 5; 2019, 
No. 315, § 2721. 
Amendments. The 2019 amendment 


substituted “rules” for “regulations” in the 
section heading and the text. 


SUBCHAPTER 12 — CovERAGE FOR COLORECTAL CANCER SCREENING 


SECTION. | 

23-79-1201. Definitions. [Effective until 
January 1, 2022.] 

23-79-1201. Definitions. [Effective Janu- 
ary 1, 2022.] 


23-79-1202. Coverage — Applicability. 
[Effective until January 1, 
2022.] 

23-79-1202. Coverage — Applicability. 
[Effective January 1, 
2022.] 


Effective Dates. Acts 2019, No. 910, 
§ 6346(b): July 1, 2019. Emergency clause 
provided: “It is found and determined by 
the General Assembly of the State of Ar- 
kansas that this act revises the duties of 
certain state entities; that this act estab- 


SECTION. 

23-79-1204. Exclusions and reductions — 
Benefits subject to annual 
deductible and _  coinsur- 
ance. [Effective January 1, 
2022.] 

23-79-1207. Cost-sharing. [Effective 
January 1, 2022.] 


lishes new departments of the state; that 
these revisions impact the expenses and 
operations of state government; and that 
the sections of this act other than the two 
uncodified sections of this act preceding 
the emergency clause titled ‘Funding and 
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classification of cabinet-level department 
secretaries’ and “Transformation and Effi- 
~ciencies Act transition team’ should be- 
come effective at the beginning of the 
fiscal year to allow for implementation of 
the new provisions at the beginning of the 
fiscal year. Therefore, an emergency is 
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declared to exist, and Sections 1 through 
6343 of this act being necessary for the 
preservation of the public peace, health, 
and safety shall become effective on July 
1, 2019.” | 
Acts 2021, No. 779, § 6: Jan. 1, 2022. 


23-79-1201. Definitions. [Effective until January 1, 2022.] 


As used in this subchapter: 


(1) “Covered person” means a person who is and continues to remain 
eligible for coverage under a healthcare policy and is covered under a 


healthcare policy; 


(2)(A) “Healthcare policy” means: 


(i) An individual or group health insurance policy providing cov- 
erage on an expense-incurred basis; 
Gi) An individual or group service or indemnity type contract 


issued by a nonprofit corporation; 


(iii) An individual or group service contract issued by a health 


maintenance organization; 


(iv) A group accident and sickness insurance policy issued by a 
fraternal benefit society, a nonprofit hospital service corporation, a 
nonprofit medical service corporation, a group healthcare plan, a 
health maintenance organization, or any similar entity; and: 

(v) A policy issued by or in connection with: 

(a) The Arkansas medical assistance program and its contracted 
insurers, whether providing services on a managed-care or fee-for- 


service basis; 


(6) The state employees’ and public school teachers’ health insur- 


ance programs; 


(c) Aself-insured group arrangement to the extent not preempted 


by federal law; and 


(dq) A managed healthcare delivery entity of any type or descrip- 


tion. 


(B) “Healthcare policy” does not include an accident-only, specified 
disease, hospital indemnity, Medicare supplement, long-term care, 
disability income, or other limited benefit health insurance policy; 


and 


(3) “Persons at high risk for colorectal cancer” means: 
(A) Individuals over fifty (50) years of age or who face a high risk 


for colorectal cancer because of: 


(i) The presence of polyps on a previous colonoscopy, barium 


enema, or flexible sigmoidoscopy; 


(ii) A family history of colorectal cancer in close relatives of 
parents, brothers, sisters, or children; 
(iii) Genetic alterations of hereditary nonpolyposis colon cancer or 


familial adenomatous polyposis; 
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(iv) A personal history of colorectal cancer, ulcerative colitis, or 
Crohn’s disease; or 

(v) The presence of any appropriate recognized gene markers for 
colorectal cancer or other predisposing factors; and 

(B) Any additional or expanded definition of “persons at high risk 
for colorectal cancer” as recognized by medical science and deter- 
mined by the Secretary of the Department of Health in consultation 
with the University of Arkansas for Medical Sciences. 


History. Acts 2005, No. 2236, § 2; Amendments. The 2019 amendment 
2019, No. 910, § 5107. substituted “Secretary of the Department 
Publisher’s Notes. For text of section of Health” for “Director of the Department 
effective January 1, 2022, see the follow- of Health” in (3)(B). 
ing version. 


23-79-1201. Definitions. [Effective January 1, 2022.] 


As used in this subchapter: 

(1) “Covered person” means a person who is and continues to remain 
eligible for coverage under a healthcare policy and is covered under a 
healthcare policy; 

(2) “Follow-up colonoscopy” means a colonoscopy that is performed 
as a follow-up to a colorectal cancer screening test, other than a 
colonoscopy, the result of which is: 

(A) Positive; and 

(B) Assigned either a grade of “A” or a grade of “B” by the United 
States Preventive Services Task Force; 

(3)(A) “Healthcare policy” means: 

(i) An individual or group health insurance policy providing cov- 
erage on an expense-incurred basis; 

(ii) An individual or group service or indemnity type contract 
issued by a nonprofit corporation; 

(iii) An individual or group service contract issued by a health 
maintenance organization; 

(iv) A group accident and sickness insurance policy issued by a 
fraternal benefit society, a nonprofit hospital service corporation, a 
nonprofit medical service corporation, a group healthcare plan, a 
health maintenance organization, or any similar entity; and 

(v) A policy issued by or in connection with: 

(a) The Arkansas medical assistance program and its contracted 
insurers, whether providing services on a managed-care or fee-for- 
service basis; 

(b) The state employees’ and public school teachers’ health insur- 
ance programs; 

(c) Aself-insured group arrangement to the extent not preempted 
by federal law; and 3 

(dq) A managed healthcare delivery entity of any type or descrip- 
tion. 

(B) “Healthcare policy” does not include an accident-only, specified 
disease, hospital indemnity, Medicare supplement, long-term care, 
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disability income, or other limited benefit health insurance policy; 
and 
(4) “Persons at high risk for colorectal cancer” means: 

(A) Individuals over forty-five (45) years of age or who face a high 
risk for colorectal cancer because of: 

(i) The presence of one (1) or more adenomatous polyps on a 
previous colonoscopy or flexible sigmoidoscopy; 

(ii) A family history of colorectal cancer; 

(iii) Genetic alterations of hereditary nonpolyposis colon cancer or 
familial adenomatous polyposis; 

(iv) A personal history of colorectal cancer, ulcerative colitis, or 
Crohn’s disease; or 

(v) The presence of any appropriate recognized gene markers for 
colorectal cancer or other predisposing factors; and 

(B) Any additional or expanded definition of “persons at high risk 
for colorectal cancer” as recognized by medical science and deter- 
mined by the Secretary of the Department of Health in consultation 
with the University of Arkansas for Medical Sciences and consistent 
with guidelines issued by the United States Preventive Services Task 
Force. 


History. Acts 2005, No. 2236, § 2; 
2019, No. 910, § 5107; 2021, No. 779, 


in the introductory language of (3)(A); in 
(3)(A)G), inserted “one (1) or more adeno- 


$$ 12: 

Publisher’s Notes. For text of section 
effective until January 1, 2022, see the 
preceding version. 

Amendments. The 2019 amendment 
substituted “Secretary of the Department 
of Health” for “Director of the Department 


matous” and deleted “barium enema” fol- 
lowing “colonoscopy”; deleted “in close 
relatives of parents, brothers, sisters, or 
children” in (3)(A)(i); added “and consis- 
tent with guidelines issued by the United 
States Preventive Services Taskforce” in 
(3)(B); and added the definition for “Fol- 


of Health” in (3)(B) [now (4)(B)I. 
The 2021 amendment substituted 
“forty-five (45) years” for “fifty (50) years” 


low-up colonoscopy”. . 
Effective Dates. Acts 2021, 
§ 6: Jan. 1, 2022. 


No. 779, 


23-79-1202. Coverage — Applicability. [Effective until shanty 
1, 2022.] 


(a) A healthcare policy subject to this subchapter executed, deliv- 
ered, issued for delivery, continued, or renewed in this state on or after 
August 1, 2005, shall include colorectal cancer examinations and 
laboratory tests within the healthcare policy’s coverage. 

(b) The coverage shall include colorectal cancer examinations and 
laboratory tests for: 

(1) Covered persons who are fifty (50) years of age or older; 

(2) Covered persons who are less than fifty (50) years of age and at 
high risk for colorectal cancer according to American Cancer Society 
colorectal cancer screening guidelines as they existed on January 1, 
2005; and 

(3) Covered persons experiencing the following symptoms of colorec- 
tal cancer as determined by a physician licensed under the Arkansas 
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Medical Practices Act, § 17-95-201 et seq., § 17-95-301 et seq., and 
§ 17-95-401 et seq.: 

(A) Bleeding from the rectum or blood in the aye or 

(B) A change in bowel habits, such as diarrhea, constipation, or 
narrowing of the stool, that lasts more than five (5) days. 

(c) After August 1, 2005, each employer that offers a healthcare 
policy to employees shall offer all eligible employees at the time of . 
hiring or healthcare policy renewal a healthcare policy that includes 
colorectal cancer examinations and laboratory tests within the coverage 
of the employee’s healthcare policy. 

(d)(1) The colorectal screening shall involve an examination of the 
entire colon, including: 

(A) The following examinations or laboratory tests, or both: 

(i) An annual fecal occult blood test utilizing the take-home 
multiple sample method, or an annual fecal immunochemical test in 
conjunction with a flexible sigmoidoscopy every five (5) years; 

(ii) A double-contrast barium enema every five (5) years; or 

(iii) A colonoscopy every ten (10) years; and 

(B) Any additional medically recognized screening tests for 
colorectal cancer required by the Secretary of the Department of 
Health, determined in consultation with appropriate healthcare 
organizations. 

(2) The covered person shall determine the choice of screening 
strategies in consultation with a healthcare provider. 

(3) Colorectal screening examinations shall be according to the 
choices and frequency provided by this subsection for all other covered 
persons. 

(e) Screenings shall be limited to the following guidelines for the 
management or subsequent need for follow-up colonoscopy: 

(1) If the initial colonoscopy is normal, follow-up is recommended in 
ten (10) years; 

(2) For individuals with one (1) or more neoplastic polyps or adeno- 
matous polyps, assuming that the initial colonoscopy was complete to 
the cecum and adequate preparation and removal of all visualized 
polyps, follow-up is recommended in three (3) years; 

(3) If single tubular adenoma of less than one centimeter (1 cm) is 
found, follow-up is recommended in five (5) years; and 

(4) For patients with large sessile adenomas greater than three 
centimeters (3 cm), especially if removed in piecemeal fashion, fol- 
low-up is recommended in six (6) months or until complete polyp 
removal is verified by colonoscopy. 


History. Acts 2005, No. 2236, § 2; Amendments. The 2019 amendment 
2019, No. 910, § 5108. substituted “Secretary of the Department 
Amendments. For text of section effec- of Health” for “Director of the Department 
tive January 1, 2022, see the following of Health” in (d)(1)(B). 
version. 
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23-79-1202. Coverage — Applicability. [Effective January 1, 
2022.] 


(a) A healthcare policy subject to this subchapter executed, deliv- 
ered, issued for delivery, continued, or renewed in this state on or after 
August 1, 2005, shall include colorectal cancer examinations and 
laboratory tests within the healthcare policy’s coverage. 

(b) The coverage shall include colorectal cancer examinations and 
laboratory tests for: , 

(1) Covered persons who are forty-five (45) years of age or older; 

(2) Covered persons who are less than forty-five (45) years of age and 
at high risk for colorectal cancer according to colorectal cancer screen- 
ing guidelines as they existed on January 1, 2021; and 

(3) Covered persons experiencing or meeting the following criteria or 
symptoms of colorectal cancer as determined by a physician licensed 
under the Arkansas Medical Practices Act, § 17-95-201 et seq., § 17- 
95-301 et seq., and § 17-95-401 et seq: 

(A) Bleeding from the rectum or blood in the stool; 

(B) A change in bowel habits, such as diarrhea, constipation, or 
narrowing of the stool, that lasts more than five (5) days; or 

(C) The need for a follow-up colonoscopy. 

(c) After August 1, 2005, each employer that offers a healthcare 
policy to employees shall offer all eligible employees at the time of 
hiring or healthcare policy renewal a healthcare policy that includes 
colorectal cancer examinations and laboratory tests within the coverage 
of the employee's healthcare policy. 

(d)(1) The colorectal screening shall involve an examination of the 
entire colon, including: 

(A) All examinations, lab tests, or preventive screening tests 
assigned either a grade of “A” or a grade of “B” by the United States 
Preventive Services Task Force; and 

(B) Any additional medically recognized screening tests deter- 
mined by the United States Preventive Services Task Force for 
colorectal cancer. 

(2) The covered person shall determine the choice of screening 
strategies in consultation with a healthcare provider. 

(3) Colorectal screening examinations shall be according to the 
choices and frequency provided by this subsection for all other covered 
persons. 

(e)(1) Screenings shall be limited to guidelines for the management 
or subsequent need for follow-up colonoscopy. 

(2) The guidelines described in subdivision (e)(1) of this section shall 
include a guideline stating that if a healthcare policy provides coverage 
to a resident of this state, then the healthcare policy shall not impose 
any cost-sharing requirements for: 

(A) A colonoscopy performed as a result of a positive result on a 
noncolonoscopy preventive screening test as described in subdivision 
(d)(1) of this section; or 
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23-79-1207 


(B) Any additional noncolonoscopy preventive screening tests for 
colorectal cancer required by the Secretary of the Department of 
Health in consultation with the University of Arkansas for Medical 
Sciences and consistent with guidelines issued by the United States 


Preventive Services Task Force. 


History. Acts 2005, No. . 2236, § 2; 
2019, No. 910, § 5108; 2021, No. 779, § 3. 

Amendments. For text of section effec- 
tive until January 1, 2022, see the preced- 
ing version. 

Amendments. The 2019 amendment 
substituted “Secretary of the Department 
of Health” for “Director of the Department 
of Health” in (d)(1)(B). 


in (b)(1) and (b)(2); in (b)(2), deleted 
“American Cancer Society” preceding 
“colorectal cancer screening” and substi- 
tuted “January 1, 2021” for “January 1, 
2005”; in the introductory language of 
(b)(3), inserted “or meeting” and “criteria 
or”; added (b)(3)(C); and rewrote (d)(1) and 
(e). 

_ Effective Dates. Acts 2021, No. 779, 


The 2021 amendment substituted 
“forty-five (45) years” for “fifty (50) years” 


§ 6: Jan. 1, 2022. 

23-79-1204. Exclusions and reductions — Benefits subject to 
annual deductible and coinsurance. [Effective 
January 1, 2022.] 


(a) Except as provided in subsection (b) of this section and § 23-79- 
1207, the coverage offered under § 23-79-1202 may contain any exclu- 
sions, reductions, or other limitations approved by the Insurance 
Commissioner concerning coverages, deductibles, or coinsurance provi- 
sions. 

(b) The benefits provided in this subchapter are subject to the same 
annual deductible or coinsurance established for all other covered 
benefits within a healthcare policy. 


History. Acts 2005, No. 2236, § 2; 
2021, No. 779, § 4. 

Publisher’s Notes. For text of section 
effective until January 1, 2022, see the 
bound volume. | 

Amendments. The 2021 amendment 


inserted “and § 23-79-1207” in (a); and 
substituted “are subject” for “shall be sub- 
ject” in (b). 3 

Effective Dates. Acts 2021, No. 779, 
§ 6: Jan. 1, 2022. 


23-79-1207. Cost-sharing. [Effective January 1, 2022.] 


(a) To encourage colorectal cancer screenings, patients and health- 
care providers shall not be required to meet burdensome criteria or 
overcome significant obstacles to obtain coverage. 

(b)(1) An individual shall not be required to pay an additional 
deductible or coinsurance for testing that is greater than an annual 
deductible or coinsurance established for similar benefits. 

(2)(A) Beginning on and after January 1, 2022, a healthcare policy 

offered to an employee at the time of hiring or healthcare policy 

renewal shall not contain a cost-sharing requirement for a follow-up 
colonoscopy. 

_(B) A covered person shall not be subject to a deductible, coinsur- 

ance, or any other cost-sharing requirement for services received 
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from participating providers under a healthcare policy following an 
abnormal noncolonoscopy screening test, as an initial screening test 
is not considered complete until a follow-up colonoscopy is performed. 
(c) If the program or contract does not cover a similar benefit, a 

deductible or coinsurance shall not be set at a level that materially 

diminishes the value of the colorectal cancer benefit required under this 
subchapter. 

(d) Reimbursement to healthcare providers for colorectal cancer 
screenings provided under this section shall be equal to or greater than 
reimbursement to healthcare providers under Medicare, Title XVII of 
the Social Security Act, 42 U.S.C. § 1395 et seq., as it existed on 


January 1, 2021. 


History. Acts 2005, No. 2236, § 2; 
. 2020 Nony79)§ '5: 

Publisher’s Notes. For text of section 
effective until January 1, 2022, see the 
bound volume. 

Amendments. The 2021 amendment 


substituted “shall not” for “may not” in (a) 
and (c); added (b)(2); and substituted 
“January 1, 2021” for “January 1, 2005” in 
(d). 

Effective Dates. Acts 2021, 
§ 6: Jan. 1, 2022. 


No. 779, 


SUBCHAPTER 15 — WENDELYN’S CRANIOFACIAL LAw — CRANIOFACIAL 
COVERAGE 


SECTION. 

23-79-1501. Definitions. 

23-79-1502. Craniofacial anomaly — Cov- 
erage for reconstructive 
surgery required. 


Publisher’s Notes. Acts 2015, No. 373, 
§ 1, substituted “Reconstructive” for “Cor- 
rective” in the subchapter heading. 

Effective Dates. Acts 2021, No. 955, 
§ 8: Apr. 27, 2021. Emergency clause pro- 
vided: “It is found and determined by the 
General Assembly of the State of Arkan- 
sas that this state has a limited number of 
approved certified craniofacial specialists 
to review and treat individuals with cra- 
niofacial anomalies; that increasing 
healthcare coverage for craniofacial pa- 
tients allows a nationally approved cleft- 
craniofacial team outside of this state to 
provide healthcare services for residents 
of this state can decrease the delay in 
treatment; and that this act is immedi- 
ately necessary because there are resi- 
dents in this state who are in need of 
healthcare services to treat individuals 
with craniofacial anomalies. Therefore, an 
emergency is declared to exist, and this 
act being immediately necessary for the 


SECTION. 
23-79-1503. Rules — Report. 
23-79-1504. Title. 


preservation of the public peace, health, 
and safety shall become effective on: (1) 
The date of its approval by the Governor; 
(2) If the bill is neither approved nor 
vetoed by the Governor, the expiration of 
the period of time during which the Gov- 
ernor may veto the bill; or (3) If the bill is 
vetoed by the Governor and the veto is 
overridden, the date the last house over- 
rides the veto.” 

Acts 2021, No. 1004, § 29: Apr. 28, 2021. 
Emergency clause provided: “It is found 
and determined by the General Assembly 
of the State of Arkansas that the decisions 
currently made by the State and Public 
School Life and Health Insurance Board 
are of critical importance to the financial 
health of the state; that the State Board of 
Finance shall preserve the public peace, 
health, and safety by effectively adminis- 
tering the State and Public School Life 
and Health Insurance Program; that this 
act provides for the abolition of the State 
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and Public School Life and Health Insur- 
ance Board, and the transfer of the duties 
of the State and Public School Life and 
Health Insurance Board to the State 
Board of Finance; and that this act is 
immediately necessary because the deci- 
sions made by the State Board of Finance 
are necessary to ensure that the State and 
Public School Life and Health Insurance 
Program administered by the State Board 
of Finance provides its vital services to the 
public school and state employees and to 
ensure that there are no disruptions or 


23-79-1501. Definitions. 
As used in this subchapter: 


23-79-1501 


complications with vital employee ben- 
efits. Therefore, an emergency is declared 
to exist, and this act being immediately 
necessary for the preservation of the pub- 
lic peace, health, and safety shall become 
effective on: (1) The date of its approval by 
the Governor; (2) If the bill is neither 
approved nor vetoed by the Governor, the 
expiration of the period of time during 
which the Governor may veto the bill; or 
(3) If the bill is vetoed by the Governor 
and the veto is overridden, the date the 
last house overrides the veto.” — 


(1) “Craniofacial anomaly” means the abnormal development of the 
skull and face; 

(2)(A) “Health benefit plan” means an individual, blanket, or any 
group plan, policy, or contract for healthcare services issued or 
delivered in this state by a healthcare insurer, health maintenance 
organization, hospital medical service corporation, or self-insured 
governmental or church plan in this state. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

(ii) Plans providing health benefits to state and public school 
employees under § 21-5-401 et seq. 

(C) “Health benefit plan” does not include: 

(i) A disability income plan; 

(ii) A credit insurance plan; 

(iii) Insurance coverage issued as a supplement to liability insur- 
ance; 

(iv) Medical payments under an automobile or homeowners insur- 
ance plan; 

(v) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; | 

(vi) A plan that provides only indemnity for hospital confinement; 

(vii) An accident-only plan; 

(viii) A specified disease plan; or 

(ix) A plan that provides only dental benefits or eye and vision care 
benefits; and 
(3) “Reconstructive surgery” means the use of surgery to alter the 


form and function of the cranial facial tissues due to a congenital or 


acquired musculoskeletal disorder, including surgery to alter the form 


and function of the skull and face. 
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History. Acts 2013, No. 1226, § 1; acquired musculoskeletal disorder that 
2015, No. 373, § 1; 2021, No. 955, §§ 2-4. primarily affects the cranial facial tissue” 

Amendments. The 2021 amendment in (1); added (2)(C)(ix); and added “includ- 
substituted “the abnormal development of ing surgery to alter the form and function 
the skull and face” for “a congenital or of the skull and face” in (3). 


23-79-1502. Craniofacial anomaly — Coverage for reconstruc- 
tive surgery required. 


(a)(1) A health benefit plan that is offered, issued, provided, or 
renewed in this state shall include coverage and benefits for reconstruc- 
tive surgery and related medical care for a person of any age who is 
diagnosed as having a craniofacial anomaly if the surgery and treat- 
ment are medically necessary to improve a functional impairment that 
results from the craniofacial anomaly as determined by a nationally 
approved cleft-craniofacial team, approved by the American Cleft 
Palate-Craniofacial Association in Chapel Hill, North Carolina. 

(2) A nationally approved cleft-craniofacial team for cleft-craniofa- 
cial conditions shall: 

(A) Evaluate a person with a craniofacial anomaly; and 

(B) Coordinate a treatment plan for each person. 

(3) After one (1) denial or any limitation of coverage that is based on 
the lack of medical necessity to improve a functional impairment, the 
case shall be referred for an external review under State Insurance 
Department Rule 76, the Arkansas External Review Regulation, if 
applicable, or under a similar procedure for external review established 
by a third-party administrator of a health benefit plan. 

(b) Medical care coverage required under this section includes cov- 
erage for reconstructive surgery, dental care, and vision care. 

(c)(1) The services included in the coverage described in subsection 
(b) of this section shall be authorized by a surgical member of a 
nationally approved cleft-craniofacial team of the American Cleft Pal- 
ate-Craniofacial Association. ? 

(2) For healthcare services to be performed by a nationally approved 
cleft-craniofacial team, a request for written authorization or approval 
shall be reviewed by the administrator of the health benefit plan: 

(A) Within two (2) working days from the request by a nationally 
approved cleft-craniofacial surgical team member, for a nonurgent 
case; or 

(B) Within twenty-four (24) hours from the request by a nationally 
approved cleft-craniofacial surgical team member, for an urgent case. 
(3)(A) For healthcare services that are recommended by a surgical 
member of a nationally approved cleft-craniofacial team that are to 
be performed by a medical provider that is not on a nationally 
approved cleft-craniofacial team, a request for written authorization 
or approval shall be reviewed: 

Gi) Within two (2) working days from the request by a nationally 
approved cleft-craniofacial surgical team member, for a nonurgent 
case; or 
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(ii) Within twenty-four (24) hours from the request by a nationally 
approved cleft-craniofacial surgical team member, for an urgent case. 

(B) A medical provider that is not a craniofacial specialist shall 
communicate in a timely manner its proposed healthcare services to 
the nationally approved cleft-craniofacial surgical team member who 
initiated the recommendation described in subdivision (c)(3)(A) of 
this section. 

(d) A health benefit plan shall include coverage for the following, if 
medically necessary: 

(1) On an annual basis: 

(A) Scleral contact lenses, including coatings; 

(B) Office visits; 

(C) An ocular impression of each eye; and 

(D) Any additional tests or procedures that are medically neces- 
sary for a craniofacial patient; 

(2A) Every two (2) years, two (2) hearing aids and two (2) hearing 

aid molds for each ear. 

(B) As used in subdivision (d)(2)(A) of this section, “hearing aids” 
includes behind the ear, in the ear, wearable bone conductions, 
surgically implanted bone conduction services, and cochlear im- 
plants; and 
(3) Every four (4) years, a dehumidifier. 

(e)(1) Anationally approved cleft-craniofacial team that is located in 
other states may provide the healthcare services, treatment, evalua- 
tion, authorizations, and review as described in this section. 

(2) For healthcare services performed outside of this state under this 
section, the insured or enrollee shall not be penalized for out-of-network 
charges subject to the terms and conditions of the health benefit plan. 


History. Acts 2013, No. 1226, § 1; deleted “and the use of at least one (1) 
2015, No. 373, § 1; 2021, No. 955, §§ 5,6. hearing aid” from the end of (b); and 
Amendments. The 2021 amendment added (c) through (e). 


23-79-1503. Rules — Report. 


(a) The State Insurance Department shall develop and promulgate 
rules for the implementation and administration of this subchapter. 

(b) The State Board of Finance shall follow the rules promulgated by 
the department for administration of this subchapter for the plans 
providing health benefits to state and public school employees under 
§ 21-5-401 et seq. 

(c) The department shall submit biannual reports to the Chair of the 
House Committee on Insurance and Commerce and the Chair of the 
Senate Committee on Insurance and Commerce. 


History. Acts 2013, No. 1226, § 1; Public School Life and Health Insurance 
2015, No. 373, § 1; 2021, No. 955, § 7; Board and transfer of duties and respon- 
2021, No. 1004, § 22. sibilities to State Board of Finance — Leg- 

A.C.R.C. Notes. Acts 2021, No. 1004, _ islative findings. 

§ 1, provided: “Abolition of the State and — “(a) The General Assembly finds that: 
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“(1) The State and Public School Life 
and Health Insurance Program is under- 
funded and will operate in a deficit; 

“(2) The State and Public School Life 
and Health Insurance Board has not been 
effective in developing a strong State and 
Public School Life and Health Insurance 
Program; 

“(3) The State Board of Finance is es- 
tablished to manage the state’s financial 
concerns; 

“(4) The State Board of Finance is the 
entity that is currently best suited to 
make decisions and policy for the State 
and Public School Life and Health Insur- 
ance Program; and 

“(5) The State Board of Finance shall 
make decisions and policy determinations 
for the State and Public School Life and 
Health Insurance Program until the Gen- 
eral Assembly adopts a permanent gover- 
nance system to ensure solvency of the 
State and Public School Life and Health 
Insurance Program and state and Public 
school employee benefits. 

“(b) The State and Public School Life 
and Health Insurance Board is abolished 
and all duties and responsibilities of the 
State and Public School Life and Health 
Insurance Board be vested in the State 
Board of Finance. 

“(c)(1) The administrative functions of 
the State and Public School Life and 
Health Insurance Board are transferred 
in the same manner as a cabinet-level 
department transfer under § 25-43-101 et 
seq. from the Department of Transforma- 
tion and Shared Services to the State 
Board of Finance. 

“(2) All duties assigned to the State and 
Public School Life and Health Insurance 
Program administered by the Employee 
Benefits Division of the Department of 
Transformation and Shared Services shall 
remain with the division. 


“(3) All employees of the department ~ 


performing duties for the State and Public 
School Life and Health Insurance Board 
shall remain employees of the department 
and are not transferred by this act. 

“(4) All duties assigned under § 25-43- 
101 et seq. to the Secretary of the Depart- 
ment of Transformation and Shared Ser- 
vices concerning the State and Public 
School Life and Health Insurance Board 
shall be performed by the designee of the 
State Board of Finance. 

“(d) The statutory authority, powers, 
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duties, functions, records, personnel, 
property, and unexpended balances of ap- 
propriations, allocations, or other funds, 
including the functions of budgeting or 
purchasing of the State and Public School 
Life and Health Insurance Board, are 
transferred from the department to the 
State Board of Finance. 

“(e)(1) The transfer of the State and 
Public School Life and Health Insurance 
Board does not affect the orders, rules, 
regulations, directives, or standards made 
or promulgated by the State and Public 
School Life and Health Insurance Board 
before the effective date of this act [April 
28, 2021]. 

“(2) The orders, rules, regulations, di- 
rectives, or standards under subdivision 
(e)(1) of this section shall continue with 
full force and effect until amended or 
repealed under authority given by law. 

“(3) All commitments, decisions, plans, 
or other actions taken by the State and 
Public School Life and Health Insurance 
Board with regard to plans, plan design, 
plan benefits, premiums, premium in- 
creases, deductibles, or cost-containment 
measures for plans to take effect January 
1, 2022, or thereafter are subject to modi- 
fication, change, or other action by the 
State Board of Finance and shall be sub- 
mitted to the Legislative Council for ap- 
proval before implementation by the State 
Board of Finance. 

“f) The department shall grant access 
to and provide all information requested 
by the State Board of Finance to accom- 
plish the transfer of the State and Public 
School Life and Health Insurance Board 
and the statutory duties of the State and 
Public School Life and Health Insurance 
Board. 

“(g) The terms of all members of the 
State and Public Life and Health Insur- 
ance Board are terminated and shall end 
on the effective date of this act [April 28, 
2021].” 

Amendments. The 2021 amendment 
by No. 955 added “Report” in the section 
heading; substituted “shall follow the 
rules promulgated by the department for” 
for “may develop and promulgate rules for 
the” in (b); and added (c). 

The 2021 amendment by No. 1004 sub- 
stituted “State Board of Finance” for 
“State and Public School Life and Health 
Insurance Board” in (b). 
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This subchapter shall be known and may be cited as “Wendelyn’s 
Craniofacial Law — Craniofacial Coverage”. 


History. Acts 2021; No. 955, § 1. 


SUBCHAPTER 16 — CovERAGE FOR SERVICES PRovipED THrouGH 
TELEMEDICINE 


SECTION. 

23-79-1601. Definitions. [Effective until 
January 1, 2022.] 

23-79-1601. Definitions. [Effective Janu- 
ary 1, 2022.) 


A.C.R.C. Notes. Acts 2015, No. 887, 
§ 1, provided: “Title. This act shall be 
known and may be cited as the “Telemedi- 
cine Act’.” 

Acts 2015, No. 887, § 2, provided: “Leg- 


islative findings. The General Assembly 


finds and declares that: - 

“(1) The advancements and continued 
development of medical and communica- 
tions technology have had a profound im- 
pact on the practice of medicine and offer 
opportunities for improving the delivery 
and accessibility of health care, particu- 
larly in the area of telemedicine; 

“(2) Geography, weather, availability of 
specialists, transportation, and other fac- 
tors can create barriers to accessing ap- 
propriate health care, and a way to pro- 
vide, ensure, or enhance access to health 
care, given these barriers, is through the 
appropriate use of technology to allow 
healthcare consumers access to qualified 
healthcare professionals; and 

“(3) There is a need in this state to 
embrace efforts that will encourage: 

“(A) Health insurers and healthcare 
professionals to support the use of tele- 
medicine; and 

“(B) All state agencies to evaluate and 
amend their policies and rules to remove 
regulatory barriers prohibiting the use of 
telemedicine.” 

Effective Dates. Acts 2015, No. 887, 
§ 6: Apr. 1, 2015. Emergency clause pro- 
vided: “It is found and determined by the 
General Assembly of the State of Arkan- 
sas that Arkansas is experiencing a 
healthcare professional maldistribution 


SECTION. 
23-79-1602. Coverage for telemedicine. 


resulting in medically underserved areas 
throughout the state; that allowing 
healthcare professionals to provided 
healthcare services through telemedicine 
will ease the burden on medically under- 
served areas; and that this act is immedi- 
ately necessary because the citizens of 
Arkansas and the healthcare profession- 
als of Arkansas need immediate direction 
about the law regarding healthcare ser- 
vices provided through telemedicine. 
Therefore, an emergency is declared to 
exist, and this act being immediately nec- 
essary for the preservation of the public 
peace, health, and safety shall become 
effective on: (1) The date of its approval by 
the Governor; (2) If the bill is neither 
approved nor vetoed by the Governor, the 
expiration of the period of time during 
which the Governor may veto the bill; or 
(3) If the bill is vetoed by the Governor 
and the veto is overridden, the date the 
last house overrides the veto.” 

Acts 2021, No. 530, § 9: Jan. 1, 2022. 

Acts 2021, No. 829, § 6: Apr. 21, 2021. 
Emergency clause provided: “It is found 
and determined by the General Assembly 
of the State of Arkansas that due to the 
coronavirus 2019 (COVID-19) pandemic, 
the Governor removed barriers to the use 
of telemedicine in an attempt to combat 
the coronavirus 2019 (COVID-19) pan- 
demic; that these emergency actions will 
expire when the emergency proclamation 
expires, which could occur quickly; that on 
February 26, 2021, the Governor an- 
nounced that the public health emergency 
was extended but that the Governor was 
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going to lift some regulations related to 
the pandemic; that removing barriers to 
the use of telemedicine ensured that the 
citizens of Arkansas had the services that 
they needed, and removing these emer- 
gency proclamations regarding telemedi- 
cine would greatly disadvantage and 
harm the citizens of Arkansas who are 
utilizing telemedicine for healthcare ser- 
vices; that this bill maintains the policy 
changes allowed under the emergency 
proclamation, which would allow the citi- 
zens of Arkansas greater access to the use 
of telemedicine for healthcare services; 
and that this act is immediately necessary 


to ensure that the citizens of Arkansas 
have access to healthcare services pro- 
vided via telemedicine. Therefore, an 
emergency is declared to exist, and this 
act being immediately necessary for the 
preservation of the public peace, health, 
and safety shall become effective on: (1) 
The date of its approval by the Governor; 
(2) If the bill is neither approved nor 
vetoed by the Governor, the expiration of 
the period of time during which the Gov- | 
ernor may veto the bill; or (3) If the bill is 
vetoed by the Governor and the veto is 
overridden, the date the last house over- 
rides the veto.” 


RESEARCH REFERENCES 


ALR. Regulation of and Liability Aris- 
ing from Telemedicine. 23 A.L.R.7th Art. 5 
(2017). 


23-79-1601. Definitions. [Effective until January 1, 2022.] 


As used in this subchapter: 


(1) “Distant site” means the location of the healthcare professional 
delivering healthcare services through telemedicine at the time the 


services are provided; 


(2)(A) “Health benefit plan” means: 

(i) An individual, blanket, or group plan, policy, or contract for 
healthcare services issued or delivered by an insurer, health mainte- 
nance organization, hospital medical service corporation, or self- 
insured governmental or church plan in this state; and 

(ii) Any health benefit program receiving state or federal appro- 
priations from the State of Arkansas, including the Arkansas Medic- 
aid Program, the Health Care Independence Program [expired], 
commonly referred to as the “Private Option”, and the Arkansas 
Works Program, or any successor program. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

(ii) Nonfederal governmental plans as defined in 29 U.S.C. 
§ 1002(32), as it existed on January 1, 2015. 

(C) “Health benefit plan” does not include: 


(i) Disability income plans; 
(ii) Credit insurance plans; 


(iii) Insurance coverage issued as a supplement to liability insur- 


ance; 


(iv) Medical payments under automobile or homeowners insurance 


plans; 


(v) Health benefit plans provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq,., 
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or the Public Employee Workers’ Compensation Act, § 21-5-601 et 

seq.; 

(vi) Plans that provide only indemnity for hospital confinement; 

(vii) Accident-only plans; 

(viii) Specified disease plans; 

(ix) Long-term-care-only plans; or 

(x) Stand-alone dental or vision benefit plans; 

(3) “Healthcare professional” means a person who is licensed, certi- 
fied, or otherwise authorized by the laws of this state to administer 
health care in the ordinary course of the practice of his or her 
profession; 

(4)(A) “Originating site” means a site at which a patient is located at 

the time healthcare services are provided to him or her by means of 

telemedicine. 

(B) “Originating site” includes the home of a patient; 

(5) “Remote patient monitoring” means the use of synchronous or 
asynchronous electronic information and communication technology to 
collect personal health information and medical data from a patient at 
an originating site that is transmitted to a healthcare professional at a 
distant site for use in the treatment and management of medical 
conditions that require frequent monitoring; 

(6) “Store-and-forward technology” means the asynchronous trans- 
mission of a patient’s medical information from a healthcare profes- 
sional at an originating site toa healthcare professional at the distant 
site; and 

(7)(A) “Telemedicine” means the use of electronic information and 

communication technology to deliver healthcare services, including 

without limitation the assessment, diagnosis, consultation, treat- 
ment, education, care management, and sell’ management of a pa- 
tient. 

(B) “Telemedicine” includes store-and-forward technology and re- 
mote patient monitoring. 

(C) For the purposes of this subchapter, “telemedicine” does not 
include the use of: 

(i)(a) Audio-only communication, unless the audio-only communi- 
cation is real-time, interactive, and substantially meets the require- 
ments fora healthcare service that would otherwise be covered by the 
health benefit plan. 

(b) As with other medical services covered by a health benefit plan, 
documentation of the engagement between patient and provider via 
audio-only communication shall be placed in the medical record 
addressing the problem, content of conversation, medical decision- 
making, and plan of care after the contact. 

(c) The documentation described in subdivision (7)(C)(i)(6) of this 
section is subject to the same audit and review process required by 
payers and governmental agencies when requesting documentation 
of other care delivery such as in-office or face-to-face visits; 

(ii) A facsimile machine; 


23-79-1601 PUBLIC UTILITIES AND REGULATED INDUSTRIES 82 


(iii) Text messaging; or 
(iv) Email. 


History. Acts 2015, No. 887, § 4; 2017, 
No. 203, § 4; 2021, No. 767, § 3; 2021, No. 
829, §§ 3, 4. 

Publisher’s Notes. For text of section 
effective January 1, 2022, see the follow- 
ing version. 

Amendments. The 2017 amendment 
inserted “and the Arkansas Works Pro- 


The 2021 amendment by No. 767 redes- 
ignated (4) as (4)(A); and added (4)(B). 

The 2021 amendment by No. 829 added 
(2)(C)(x); added (7)(C)G)(6) and (c) and 
redesignated former  (7)(C)(i) as 
(7)(C)G)(a) and rewrote it; and substituted 
“Email” for “Electronic mail systems” in. 


(7)(C)(av). 


gram” in (2)(A)(ii); rewrote (4) and (5); 
added (6) and (7); and made a stylistic 
change. 


23-79-1601. Definitions. [Effective January 1, 2022.] 


As used in this subchapter: 

(1) “Distant site” means the location of the healthcare professional 
delivering healthcare services through telemedicine at the time the 
services are provided; 

(2)(A) “Health benefit plan” means: 

(i) An individual, blanket, or group plan, policy, or contract for 
healthcare services issued or delivered by an insurer, health mainte-. 
nance organization, hospital medical service corporation, or self- 
insured governmental or church plan in this state; and — 

(ii) Any health benefit program receiving state or federal appro- 
priations from the State of Arkansas, including the Arkansas Medic- 
aid Program and the Arkansas Health and Opportunity for Me 
Program, or any successor program. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

(ii) Nonfederal governmental plans as defined in 29 U.S.C. 
§ 1002(32), as it existed on January 1, 2015. 

(C) “Health benefit plan” does not include: 

(1) Disability income plans; 

(ii) Credit insurance plans; 

(iii) Insurance coverage issued as a supplement to liability insur- 
ance; 

(iv) Medical payments under automobile or homeowners insurance 
plans; 

(v) Health benefit plans provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
or the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vi) Plans that provide only indemnity for hospital confinement; 

(vii) Accident-only plans; 

(viii) Specified disease plans; 

(ix) Long-term-care-only plans; or 

(x) Stand-alone dental or vision benefit plans; 
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(3) “Healthcare professional” means a person who is licensed, certi- 
fied, or otherwise authorized by the laws of this state to administer 
health care in the ordinary course of the practice of his or her 
profession; | 

(4)(A) “Originating site” means a site at which a patient is located at 

the time healthcare services are provided to him or her by means of 

telemedicine. 

(B) “Originating site” includes the home of a patient; 

(5) “Remote patient monitoring” means the use of synchronous or 
asynchronous electronic information and communication technology to 
collect personal health information and medical data from a patient at 
an originating site that is transmitted to a healthcare professional at a 
distant site for use in the treatment and management of medical 
conditions that require frequent monitoring; 

(6) “Store-and-forward technology” means the asynchronous trans- 
mission of a patient’s medical information from a healthcare profes- 
sional at an originating site to a healthcare professional at the distant 
site; and 

(7)(A) “Telemedicine” means the use of electronic information and 

communication technology to deliver healthcare services, including 

without limitation the assessment, diagnosis, consultation, treat- 
ment, education, care management, and self-management of a pa- 
tient. 

(B) “Telemedicine” includes store-and-forward technology and re- 
mote patient monitoring. 

(C) For the purposes of this subchapter, “telemedicine” does not 
include the use of: 

(i)(a) Audio-only communication, unless the audio-only communi- 
cation is real-time, interactive, and substantially meets the require- 
ments for a healthcare service that would otherwise be covered by the 
health benefit plan. 

(b) As with other medical services covered by a health benefit plan, 
documentation of the engagement between patient and provider via 
audio-only communication shall be placed in the medical record 
addressing the problem, content of conversation, medical decision- 
making, and plan of care after the contact. 

(c) The documentation described in subdivision (7)(C)(i)(6) of this 
section is subject to the same audit and review process required by 
payers and governmental agencies when requesting documentation 
of other care delivery such as in-office or face-to-face visits; 

(ii) A facsimile machine; 

(iii) Text messaging; or 

(iv) Email. 


History. Acts 2015, No. 887, § 4; 2017, effective until January 1, 2022, see the 
No. 203, § 4; 2021, No. 530, § 5; 2021, No. preceding version. 
767, § 3; 2021, No. 829, §§ 3, 4. Amendments. The 2017 amendment 
Publisher’s Notes. For text of section inserted “and the Arkansas Works Pro- 
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gram” in (2)(A)Gji); rewrote (4) and (5); 
added (6) and (7); and made a stylistic 
change. 

The 2021 amendment by No. 530, in 
(2)(A)Gi), deleted “the Health Care Inde- 
pendence Program (expired), commonly 
referred to as the ‘Private Option’” follow- 
ing “Arkansas Medicaid Program” and 
substituted “Arkansas Health and Oppor- 
tunity for Me Program” for “Arkansas 


The 2021 amendment by No. 767 redes- 
ignated (4) as (4)(A); and added (4)(B). 

The 2021 amendment by No. 829 added 
(2)(C)(x); added (7)(C)G)(6) and (c) and 
redesignated former (7)(C)G) as 
(7)(C)G)(a) and rewrote it; and substituted 
“Email” for “Electronic mail systems” in 
(7)(C)(iv). 

Effective Dates. Acts 2021, 
§ 9: Jan. 1, 2022. 


No. 530, 


Works Program”. 


23-79-1602. Coverage for telemedicine. 


(a)(1) This subchapter applies to all health benefit plans delivered, 
issued for delivery, reissued, or extended in Arkansas on or after 
January 1, 2016, or at any time when any term of the health benefit 
plan is changed or any premium adjustment is made thereafter. 

(2) Notwithstanding subdivision (a)(1) of this section, this subchap- 
ter applies to the Arkansas Medicaid Program on and after January 1, 
2016. 

(b) Ahealthcare professional providing a healthcare service provided 
through telemedicine shall comply with the requirements of the Tele- 
medicine Act, § 17-80-401 et seq. 

(c)(1) A health benefit plan shall provide coverage and reimburse- 
ment for healthcare services provided through telemedicine on the 
same basis as the health benefit plan provides coverage and reimburse- 
ment for health services provided in person, unless this subchapter 
specifically provides otherwise. 

(2) Ahealth benefit plan is not required to reimburse for a healthcare 
service provided through telemedicine that is not comparable to the 
same service provided in person. 

(3) A health benefit plan may voluntarily reimburse for healthcare 
services provided through means described in § 23-79-1601(7)(C). 

(d)(1) A health benefit plan shall provide a reasonable facility fee to 
an originating site operated by a healthcare professional or a licensed 
healthcare entity if the healthcare professional or licensed healthcare 
entity is authorized to bill the health benefit plan directly for healthcare 
services. 

(2) The combined amount of reimbursement that a health benefit 
plan allows for the compensation to the distant site and the originating 
site shall not be less than the total amount allowed for healthcare 
services provided in person. 

(3) Payment for healthcare services provided through telemedicine 
shall be provided to the distant site and the originating site upon 
submission of the appropriate procedure codes. 

(4) This section does not: 

(A) Prohibit a health benefit plan from paying a facility fee to a 
provider at the distant site in ue to a fee paid to the healthcare 
professional; or 
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(B) Require a health benefit plan to pay more for a healthcare 
service provided through telemedicine than would have been paid if 
the healthcare service was delivered in person. 

(e) A health benefit plan shall not impose on coverage for healthcare 
services provided through telemedicine: 

(1) An annual or lifetime dollar maximum on coverage for services 
provided through telemedicine other than an annual or lifetime dollar 
maximum that applies to the aggregate of all items and services 
covered; 

(2) Adeductible, copayment, coinsurance, benefit limitation, or maxi- 
mum benefit that is not equally imposed upon all healthcare services 
covered under the health benefit plan; 

(3) A prior authorization requirement for services provided through 
telemedicine that exceeds the prior authorization requirement for 
in-person healthcare services under the health benefit plan; 

(4) A requirement for a covered person to choose any commercial 
telemedicine service provider or a restricted network of telemedicine- 
only providers rather than the covered person’s regular doctor or 
provider of choice; or 

(5) A copayment, coinsurance, or deductible that is not equally 
imposed upon commercial telemedicine providers as those imposed on 
network providers. 

(f) This subchapter does not prohibit a health benefit plan from: 

(1) Limiting coverage of healthcare services provided through tele- 
medicine to medically necessary services, subject to the same terms and 
conditions of the covered person’s health benefit plan that apply to 
services provided in person; or 

(2)(A) Undertaking utilization review, including prior authorization, 

to determine the appropriateness of healthcare services provided 

through telemedicine, provided that: 

(i) The determination of appropriateness is made in the same 
manner as determinations are made for the treatment of any illness, 
condition, or disorder covered by the health benefit plan whether the 
service was provided in-person or through telemedicine; and 

(ii) All adverse determinations for healthcare services, medica- 
tions, or equipment prescribed by a physician are made by a physi- 
cian who possesses a current and valid unrestricted license to 
practice medicine in Arkansas. 

(B) Utilization review shall not require prior authorization of 
emergent telemedicine services. 

(g)(1) A health benefit plan may adopt policies to ensure that 
healthcare services provided through telemedicine submitted for pay- 
ment comply with the same coding, documentation, and other require- 
ments necessary for payment as an in-person service other than the 
in-person requirement. 

(2) If deemed necessary, the State Insurance Department may pro- 
mulgate rules containing additional standards and procedures for the 
utilization of telemedicine to provide healthcare services through 
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health benefit plans if the additional standards and procedures do not 
conflict with this subchapter or § 17-80-117 and are applied uniformly 


by all health benefit plans. 


(h) A health benefit plan shall not prohibit a healthcare professional 
from charging a patient enrolled in a health benefit plan for healthcare 
services provided by audio-only communication that are not reimbursed 


under the health benefit plan. 


History. Acts 2015, No. 887, § 4; 2017, 
No. 203, § 4; 2021, No. 829, § 5. 

Amendments. The 2017 amendment 
substituted “applies” for “shall apply” in 
(a)(1) and (a)(2); rewrote (b), (c)(1) and 
(c)(2); added (c)(3); added (d)(1); redesig- 
nated former (d)(1) through (d)(3) as (d)(2) 
through (d)(4); deleted former (d)(4)(A)(i); 


deleted the (d)(4)(A)(ii) designation; sub- - 
stituted “a health benefit plan” for “an 
insurer” in (d)(4)(B); inserted “for health- 
care services, medications, or equipment 
prescribed by a physician” in (f)(2)(A)Gi); 
added (h); and made stylistic changes. 

The 2021 amendment added (e)(4) and 
(5). 


SUBCHAPTER 17 — EmerGinG Tuerapy Act or 2017 


SECTION. 

23-79-1701. Title. 

23-79-1702. Definitions. 

23-79-1703. State Board of Finance — 
Requirements. 


Effective Dates. Acts 2021, No. 1004, 
§ 29: Apr. 28, 2021. Emergency clause 
provided: “It is found and determined by 
the General Assembly of the State of Ar- 
kansas that the decisions currently made 
by the State and Public School Life and 
Health Insurance Board are of critical 
importance to the financial health of the 
state; that the State Board of Finance 
shall preserve the public peace, health, 
and safety by effectively administering 
the State and Public School Life and 
Health Insurance Program; that this act 
provides for the abolition of the State and 
Public School Life and Health Insurance 
Board, and the transfer of the duties of the 
State and Public School Life and Health 
Insurance Board to the State Board of 
Finance; and that this act is immediately 
necessary because the decisions made by 


23-79-1701. Title. 


SECTION. 
23-79-1704. Legislative findings. 


the State Board of Finance are necessary 
to ensure that the State and Public School 
Life and Health Insurance Program ad- 
ministered by the State Board of Finance 
provides its vital services to the public 
school and state employees and to ensure 
that there are no disruptions or complica- 
tions with vital employee benefits. There- 
fore, an emergency is declared to exist, 
and this act being immediately necessary 
for the preservation of the public peace, 
health, and safety shall become effective 
on: (1) The date of its approval by the 
Governor; (2) If the bill is neither ap- 
proved nor vetoed by the Governor, the 
expiration of the period of time during 
which the Governor may veto the bill; or 
(3) If the bill is vetoed by the Governor 
and the veto is overridden, the date the 

last house overrides the veto.” | 


This subchapter shall be known and may be cited as the “Emerging 


Therapy Act of 2017”. 
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History. Acts 2017, No. 1089, § 2. 


23-79-1702. Definitions. 


As used in this subchapter: 

(1) “Board” means the State Board of Finance; 

(2) “Choosing Wisely initiative” means the initiative established by 
the American Board of Internal Medicine Foundation that seeks to 
advance a national dialogue on avoiding wasteful or unnecessary 
medical tests, treatments, and procedures; 

(3) “Emerging therapies” means therapeutic services that have not 
historically been covered but for which new evidence may demonstrate 
therapeutic enhancements or opportunities for cost avoidance, or both; 

(4) “Evidence” means peer-reviewed objective studies of emerging 
therapies; and | | 

(5) “Regenerative injection therapy” means a nonsurgical orthopedic 
treatment performed by injecting into a joint or soft tissue a substance 
that stimulates the growth of normal cells and tissues for the purpose 
of strengthening or repairing a painful or injured joint or connective 


tissue. 


History. Acts 2017, No. 1089, § 2; 
2021, No. 1004, § 23. 

A.C.R.C. Notes. Acts 2021, No. 1004, 
§ 1, provided: “Abolition of the State and 
Public School Life and Health Insurance 
Board and transfer of duties and respon- 
sibilities to State Board of Finance — Leg- 
islative findings. 

“(a) The General Assembly finds that: 

“(1) The State and Public School Life 
and Health Insurance Program is under- 
funded and will operate in a deficit; 

“(2) The State and Public School Life 
and Health Insurance Board has not been 


effective in developing a strong State and 


Public School Life and Health Insurance 
Program; 

“(3) The State Board of Finance is es- 
tablished to manage the state’s financial 
concerns; 

“(4) The State Board of Finance is the 
entity that is currently best suited to 
make decisions and policy for the State 
and Public School Life and Health Insur- 
ance Program; and 

“(5) The State Board of Finance shall 
make decisions and policy determinations 
for the State and Public School Life and 
Health Insurance Program until the Gen- 
eral Assembly adopts a permanent gover- 
nance system to ensure solvency of the 
State and Public School Life and Health 
Insurance Program and state and public 
school employee benefits. 


“(b) The State and Public School Life 
and Health Insurance Board is abolished 
and all duties and responsibilities of the 
State and Public School Life and Health 
Insurance Board be vested in the State 
Board of Finance. 

“c)1) The administrative functions of 
the State and Public School Life and 
Health Insurance Board are transferred 
in the same manner as a cabinet-level 
department transfer under § 25-43-101 et 
seq. from the Department of Transforma- 
tion and Shared Services to the State 
Board of Finance. 

“(2) All duties assigned to the State and 
Public School Life and Health Insurance 
Program administered by the Employee 
Benefits Division of the Department of 
Transformation and Shared Services shall 
remain with the division. 

“(3) All employees of the department 
performing duties for the State and Public 
School Life and Health Insurance Board 
shall remain employees of the department 
and are not transferred by this act. 

“(4) All duties assigned under § 25-43- 
101 et seq. to the Secretary of the Depart- 
ment of Transformation and Shared Ser- 
vices concerning the State and Public 
School Life and Health Insurance Board 
shall be performed by the designee of the 
State Board of Finance. 

“(d) The statutory authority, powers, 
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duties, functions, records, personnel, 
property, and unexpended balances of ap- 
propriations, allocations, or other funds, 
including the functions of budgeting or 
purchasing of the State and Public School 
Life and Health Insurance Board, are 
transferred from the department to the 
State Board of Finance. 

“(e)(1) The transfer of the State and 
Public School Life and Health Insurance 
Board does not affect the orders, rules, 
regulations, directives, or standards made 
or promulgated by the State and Public 
School Life and Health Insurance Board 
before the effective date of this act [April 
28, 2021]. 

“(2) The orders, rules, regulations, di- 
rectives, or standards under subdivision 
(e)(1) of this section shall continue with 
full force and effect until amended or 
repealed under authority given by law. 

“(3) All commitments, decisions, plans, 
or other actions taken by the State and 
Public School Life and Health Insurance 
Board with regard to plans, plan design, 
plan benefits; premiums, premium in- 


creases, deductibles, or cost-containment 
measures for plans to take effect January 
1, 2022, or thereafter are subject to modi- 
fication, change, or other action by the 
State Board of Finance and shall be sub- 
mitted to the Legislative Council for ap- 
proval before implementation by the State 
Board of Finance. 

“(f) The department shall grant access 
to and provide all information requested | 
by the State Board of Finance to accom- 
plish the transfer of the State and Public 
School Life and Health Insurance Board 
and the statutory duties of the State and 
Public School Life and Health Insurance 
Board. 

“(¢) The terms of all members of the 
State and Public Life and Health Insur- 
ance Board are terminated and shall end 
on the effective date of this act [April 28, 
2021].” 

Amendments. The 2021 amendment 
substituted “State Board of Finance” for 
“State and Public School Life and Health 
Insurance Board” in the definition for 


“Board”. 


23-79-1703. State Board of Finance — Requirements. 


(a) By the end of plan year 2017, the State Board of Finance shall 
explore the evidence supporting OPROTLEENHES for benefit. modification 


informed by: 


(1) The Choosing Wisely initiative; 


(2) Emerging therapies; and 


(3) Therapeutic alternatives to invasive surgical procedures, such as 


regenerative injection therapy. 


(b) By July 2018, the board shall: 


(1) Identify and consider implementation of pilot programs that 
include stepped therapy or center of excellence approaches, or both, for 
which evidence demonstrates cost savings to the plan; and 

(2) Identify opportunities to stimulate conversations between pa- 
tients and providers about appropriate and necessary treatment, in- 
cluding treatment recommendations identified by the Choosing Wisely 


initiative. 


History. Acts 2017, No. 1089, § 2; 
2021, No. 1004, § 24. 

A.C.R.C. Notes. Acts 2021, No. 1004, 
§ 1, provided: “Abolition of the State and 
Public School Life and Health Insurance 
Board and transfer of duties and respon- 
sibilities to State Board of Finance — Leg- 


islative findings. 

“(a) The General Assembly finds that: 

“(1) The State and Public School Life 
and Health Insurance Program is under- 
funded and will operate in a deficit; 

“(2) The State and Public School Life 
and Health Insurance Board has not been 
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effective in developing a strong State and 
Public School Life and Health Insurance 
Program; 

“(3) The State Board of Finance is es- 
tablished to manage the state’s financial 
concerns; 

“(4) The State Board of Finance is the 
entity that is currently best suited to 
make decisions and policy for the State 
and Public School Life and Health Insur- 
ance Program; and 

“(5) The State Board of Finance shall 
make decisions and policy determinations 
for the State and Public School Life and 
Health Insurance Program until the Gen- 
eral Assembly adopts a permanent gover- 
nance system to ensure solvency of the 
State and Public School Life and Health 
Insurance Program and state and public 
school employee benefits. 

“(b) The State and Public School Life 
and Health Insurance Board is abolished 
and all duties and responsibilities of the 
State and Public School Life and Health 
Insurance Board be vested in the State 
Board of Finance. 

“(c)(1) The administrative functions of 
the State and Public School Life and 
Health Insurance Board are transferred 
in the same manner as a cabinet-level 
department transfer under § 25-43-101 et 
seq. from the Department of Transforma- 
tion and Shared Services to the State 
Board of Finance. 

“(2) All duties assigned to the State and 
Public School Life and Health Insurance 
Program administered by the Employee 
Benefits Division of the Department of 
Transformation and Shared Services shall 
remain with the division. 

“(3) All employees of the department 
performing duties for the State and Public 
School Life and Health Insurance Board 
shall remain employees of the department 
and are not transferred by this act. 

“(4) All duties assigned under § 25-43- 
101 et seq. to the Secretary of the Depart- 
ment of Transformation and Shared Ser- 
vices concerning the State and Public 
School Life and Health Insurance Board 
shall be performed by the designee of the 
State Board of Finance. 


23-79-1704. Legislative findings. 
The General Assembly finds that: 


INSURANCE POLICIES GENERALLY 


23-79-1704 


“(d) The statutory authority, powers, 
duties, functions, records, personnel, 
property, and unexpended balances of ap- 
propriations, allocations, or other funds, 
including the functions of budgeting or 
purchasing of the State and Public School 
Life and Health Insurance Board, are 
transferred from the department to the 
State Board of Finance. 

“(e)(1) The transfer of the State and 
Public School Life and Health Insurance 
Board does not affect the orders, rules, 
regulations, directives, or standards made 
or promulgated by the State and. Public 
School Life and Health Insurance Board 
before the effective date of this act [April 
28, 2021). 

“(2) The orders, rules, regulations, di- 
rectives, or standards under subdivision 
(e)(1) of this section shall continue with 
full force and effect until amended or 
repealed under authority given by law. 

“(3) All commitments, decisions, plans, 
or other actions taken by the State and 
Public School Life and Health Insurance 
Board with regard to plans, plan design, 
plan benefits, premiums, premium. in- 
creases, deductibles, or cost-containment 
measures for plans to take effect January 
1, 2022, or thereafter are subject to modi- 
fication, change, or other action by the 
State Board of Finance and shall be sub- 
mitted to the Legislative Council for ap- 
proval before implementation by the State 
Board of Finance. 

“(f) The department shall grant access 
to and provide all information requested 
by the State Board of Finance to accom- 
plish the transfer of the State and Public 
School Life and Health Insurance Board 
and the statutory duties of the State and 
Public School Life and Health Insurance 
Board. | 

“(o) The terms of all members of the 
State and Public Life and Health Insur- 
ance Board are terminated and shall end 
on the effective date of this act [April 28, 
2021].” 

Amendments. The 2021 amendment 
substituted “State Board of Finance” for 
“State and Public School Life and Health 
Insurance Board” in the section heading 
and in the introductory language of (a). 
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(1) The State Board of Finance has a beset ee ee to explore 
cost-effective treatments for its members; 

(2) There are emerging technologies that could serve as cost-effective 
alternatives to surgical procedures; and | 

(3) Clinical organizations are increasingly vata at public guidance 


on quality treatment practices. 


History. Acts 2019, No. 391, § 10; 
2021, No. 1004, § 25. 

A.C.R.C. Notes. Acts 2021, No. 1004, 
§ 1, provided: “Abolition of the State and 
Public School Life and Health Insurance 
Board and transfer of duties and respon- 
sibilities to State Board of Finance — Leg- 
islative findings. 

“(a) The General Assembly finds that: 

“(1) The State and Public School Life 
and Health Insurance Program is under- 
funded and will operate in a deficit; 

“(2) The State and Public School Life 
and Health Insurance Board has not been 
effective in developing a strong State and 
Public School Life and. Health Insurance 
Program; 

“(3) The State Board of Finance is es- 
tablished to manage the state’s financial 
concerns; 

“(4) The State Board of Finance is the 
entity that is currently best suited to 
make decisions and policy for the State 
and Public School Life and Health Insur- 
ance Program; and 

“(5) The State Board of Finance shall 
make decisions and policy determinations 
for the State and Public School Life and 
Health Insurance Program until the Gen- 
eral Assembly adopts a permanent gover- 
nance system to ensure solvency of the 
State and Public School Life and Health 
Insurance Program and state and public 
school employee benefits. 

“(b) The State and Public School Life 
and Health Insurance Board is abolished 
and all duties and responsibilities of the 
State and Public School Life and Health 
Insurance Board be vested in the State 
Board of Finance. 

“(c)(1) The Seri siete functions of 
the State and Public School Life and 
Health Insurance Board are transferred 
in the same manner as a cabinet-level 
department transfer under § 25-43-101 et 
seq. from the Department of Transforma- 
tion and Shared Services to the State 
Board of Finance. 

“(2) All duties assigned to the State and 
Public School Life and Health Insurance 


Program administered by the Employee 
Benefits Division of the Department of 
Transformation and Shared Services shall 
remain with the division. 

“(3) All employees of the department 
performing duties for the State and Public 
School Life and Health Insurance Board 
shall remain employees of the department 
and are not transferred by this act. 

“(4) All duties assigned under § 25-43- 
101 et seq. to the Secretary of the Depart- 
ment of Transformation and Shared Ser- 
vices concerning the State and Public 
School Life and Health Insurance Board 
shall be performed by the designee of the 
State Board of Finance. 

“(d) The statutory authority, powers, 
duties, functions, records, personnel, 
property, and unexpended balances of ap- 
propriations, allocations, or other funds, 
including the functions of budgeting or 
purchasing of the State and Public School 
Life and Health Insurance Board, are 
transferred from the department to the 
State Board of Finance. 

“(e)(1) The transfer of the State and 
Public School Life and Health Insurance 
Board does not affect the orders, rules, 
regulations, directives, or standards made 
or promulgated by the State and Public 
School Life and Health Insurance Board 
before the effective date of this act [April 
28, 2021). 

“(2) The orders, rules, regulations, di- 
rectives, or standards under subdivision 
(e)(1) of this section shall continue with 
full force and effect until amended or 
repealed under authority given by law. 

“(3) All commitments, decisions, plans, 
or other actions taken by the State and 
Public School Life and Health Insurance 
Board with regard to plans, plan design, 
plan benefits, premiums, premium in- 
creases, deductibles, or cost-containment 
measures for plans to take effect January 
1, 2022, or thereafter are subject to modi- 
fication, change, or other action by the 
State Board of Finance and shall be sub- 
mitted to the Legislative Council for ap- 
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proval before implementation by the State 
Board of Finance. 

“(f) The department shall grant access 
to and provide all information requested 
by the State Board of Finance to accom- 
plish the transfer of the State and Public 
School Life and Health Insurance Board 
and the statutory duties of the State and 
Public School Life and Health Insurance 
Board. 


23-79-1801 


“(g) The terms of all members of the 
State and Public Life and Health Insur- 
ance Board are terminated and shall end 
on the effective date of this act [April 28, 
2021]).” 

Amendments. The 2021 amendment 
substituted “State Board of Finance” for 
“State and Public School Life and Health 
Insurance Board” in (1). 


SUBCHAPTER 18 — COVERAGE FOR NEWBORN SCREENING FOR SPINAL 
Muscu.Lar ATROPHY 


SECTION. 


23-79-1801. Definitions. [Effective until 


January 1, 2022.] 
23-79-1801. Definitions. [Effective Janu- 
ary 1, 2022.] 


Effective Dates. Acts 2021, No. 530, 
§ 9: Jan. 1, 2022. 


SECTION. 

23-79-1802. Coverage for newborn 
screening for spinal mus- 
cular atrophy. 


23-79-1801. Definitions. [Effective until January 1, 2022.] 


As used in this subchapter: 


(1)(A) “Health benefit plan” means: 
(i) An individual, blanket, or group plan, policy, or contract for 


healthcare services issued or delivered by an insurer, health mainte- 
nance organization, hospital medical service corporation, or self- 
insured governmental or church plan in this state; and 

(ii) Any health benefit program receiving state or federal appro- 
priations from the State of Arkansas, including the Arkansas Medic- 
aid Program, the Health Care Independence Program [expired], 
commonly referred to as the “Private Option”, and the Arkansas 
Works Program, or any successor program. 

(B) “Health benefit plan” includes: 

(i) An indemnity and managed care plan; and 

(ii) A nonfederal governmental plan as defined in 29 U.S.C. 
§ 1002(32), as it existed on January 1, 2019. 
 (C) “Health benefit plan” does not include: 

(i) A disability income plan; 

(ii) A credit insurance plan; 

(iii) Insurance coverage issued as a supplement to liability insur- 
ance; 

(iv) Medical payments under an automobile or homeowners insur- 
ance plan; 

(v) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
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or the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; ' 
(vi) A plan that provides only indemnity for hospital confinement; 
(vii) An accident-only plan; 
(viii) A specified disease plan; or 
(ix) A long-term-care-only plan; 

(2) “Healthcare professional” means a person who is licensed, certi- 
fied, or otherwise authorized by the laws of this state to administer 
health care in the ordinary course of the practice of his or her. 
profession; 

(3) “Newborn” means a child who is twenty-nine (29) days of age or 
younger; and 

(4) “Spinal muscular atrophy” means a genetic disease that affects 
the part of the nervous system that controls voluntary muscle move- 
ment. 


History. Acts 2019, No. 58, § 2. effective January 1, 2022, see the follow- 
Publisher’s Notes. For text of section ing version. 


23-79-1801. Definitions. [Effective January 1, 2022.] 


As used in this subchapter: 
(1)(A) “Health benefit plan” means: 

Gi) An individual, blanket, or group plan, policy, or contract for 
healthcare services issued or delivered by an insurer, health mainte- 
nance organization, hospital medical service corporation, or self- 
insured governmental or church plan in this state; and 

(ii) Any health benefit program receiving state or federal appro- 
priations from the State of Arkansas, including the Arkansas Medic- 
aid Program and the Arkansas Health and Opportunity for Me 
Program, or any successor program. 

(B) “Health benefit plan” includes: 

(i) An indemnity and managed care plan; and 

(ii) A nonfederal governmental plan as defined in 29 U.S.C. 
§ 1002(82), as it existed on January 1, 2019. 

(C) “Health benefit plan” does not include: 

Gi) A disability income plan; 

(ii) A credit insurance plan; 

(iii) Insurance coverage issued as a supplement to liability i insur- 
ance; 

(iv) Medical payments under an automobile or homeowner’s insur- 
ance plan; 

(v) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
or the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vi) A plan that provides only indemnity for hospital confinement; 
(vii) An accident-only plan; 
(viii) A specified disease plan; or 
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(ix) A long-term-care-only plan; 

(2) “Healthcare professional” means a person who is licensed, certi- 
fied, or otherwise authorized by the laws of this state to administer 
health care in the ordinary course ob the practice of his or her 
profession; 

(3) “Newborn” means a child who is marine nite (29) days of age or 
younger; and 

(4) “Spinal muscular atrophy” means a genetic disease that affects 
the part of the nervous system that controls voluntary muscle move- 


ment. 


History. Acts 2019, No. 58, § 2; 2021, 
No. 530, § 6. 

Publisher’s Notes. For text of section 
effective until January 1, 2022, see the 
preceding version. 

Amendments. The 2021 amendment, 
in (1)(A)G1), deleted “the Health Care In- 
dependence Program (expired), commonly 
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referred to as the ‘Private Option’” follow- 
ing “Arkansas Medicaid Program” and 
substituted “Arkansas Health and Oppor- 
tunity for Me Program” for “Arkansas 
Works Program”. 

Effective Dates. Acts 2021, No. 530, 
Seo. Jan. i. 2022) 


23-79-1802. Coverage for newborn screening for spinal muscu- 


lar atrophy. 


(a) A health benefit plan that is offered, issued, or renewed in this 
state shall provide coverage for newborn screening for spinal muscular 
atrophy by a healthcare professional on or after January 1, 2020. 

(b) The coverage for newborn screening for spinal muscular atrophy 


under this section: 


(1) Is not subject to policy deductibles or copayment requirements; 


and 


(2) Does not diminish or limit benefits otherwise allowable under a 


health benefit plan. 


History. Acts 2019, No. 58, § 2. 


SUBCHAPTER 19 — CovVERAGE FOR SERVICES OF PEDIATRIC AUTOIMMUNE 
NEUROPSYCHIATRIC DiIsORDERS ASSOCIATED WITH STREPTOCOCCAL 
INFECTIONS AND Peprarric ACUTE-ONSET NEUROPSYCHIATRIC SYNDROME 


SECTION. 

23-79-1901. Findings. 

23-79-1902. Interdisciplinary panel — 
University of Arkansas for 
Medical Sciences. 


23-79-1903. Arkansas © PANS/PANDAS 
Advisory Council — Cre- 
ation — Membership — 


Duties. 
23-79-1904. Sunset. 


SECTION. 

23-79-1905. Off-label use of drug treat- 
ment to treat pediatric 
acute-onset neuropsychi- 
atric syndrome and pediat- 
ric autoimmune neuropsy- 
chiatric disorders 
associated with streptococ- 
cal infection — Legislative 
findings — Definitions. 


PUBLIC UTILITIES AND REGULATED INDUSTRIES 


A.C.R.C. Notes. Acts 2019, No. 878, 
§ 2, provided: “Arkansas PANS/PANDAS 
Advisory Council — Creation — Duties. 

_ “a) The Arkansas PANS/PANDAS Ad- 
visory Council is created. 

“(b) The Arkansas PANS/PANDAS Ad- 
visory Council shall be composed of the 
following members: | 

“(1) Two (2) members of the House of 
Representatives appointed by the Speaker 
of the House of Representatives; 

“(2) Two (2) members of the Senate 
appointed by the President Pro Tempore 
of the Senate; 

“(3) One (1) member who is a medical 
professional with two (2) years of profes- 
sional experience working with PANS/ 
PANDAS patients, appointed by the Gov- 
ernor; : 

“(4) One (1) member who is a medical 
professional with two (2) years of profes- 
sional experience working with PANS/ 
PANDAS patients, appointed by the Ar- 
kansas PANS/PANDAS Advisory Council; 

“(5) The Director of the Department of 
Health or his or her designee, serving as 
an ex officio nonvoting member; 

“(6) The Insurance Commissioner or 
his or her designee, serving as an ex officio 
nonvoting member; 

“(7) Three (3) members who are em- 
ployed by a public school district ap- 
pointed by the Governor, one (1) member 
to be a public school nurse, one (1) mem- 
ber to be a public school counselor, and 
one (1) member to be a public school 
teacher; 

“(8) One (1) member who is designated 
by the Arkansas Hospital Association, 
Inc.; 

“(9) One (1) member who is designated 
by the Arkansas State Board of Nursing; 

“(10) One (1) member who is desig- 
nated by the Arkansas Pharmacist’s Asso- 
ciation; 

“(11) One (1) member who is desig- 
nated by the American Academy of Al- 
lergy, Asthma, and Immunology; 

“(12) Two (2) members who are par- 
ents, appointed by the Governor; and 

“(13) One (1) member who is desig- 
nated by the Arkansas Medical, Dental, 
and Pharmaceutical Association, Inc. 

“(c) The terms of the members of the 
Arkansas PANS/PANDAS Advisory Coun- 
cil shall expire on December 31, 2020. 

“(d) Members shall serve at the plea- 
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sure of the organizations they represent 
or of the Governor, as indicated. 

“(e) Vacancies on the Arkansas PANS/ 
PANDAS Advisory Council shall be filled 
in the same manner as provided for the 
initial appointment. 

“(f) The chair and vice-chair of the Ar- 
kansas PANS/PANDAS Advisory Council 
shall be one (1) of the legislative members 
of the interdisciplinary panel and shall be 
selected by the members of the interdisci- 
plinary panel. 

“(g) The Arkansas PANS/PANDAS Ad- 
visory Council shall meet as often as is 
deemed necessary by the chair. 

“(h) All members of the Arkansas 
PANS/PANDAS Advisory Council shall 
serve without compensation and shall not 
receive per diem, mileage, or stipends. 

“G) The Arkansas PANS/PANDAS <Ad- 
visory Council shall receive staff support 
from the Bureau of Legislative Research. 

“G) The Arkansas PANS/PANDAS Ad- 
visory Council may: 

“(1) Make recommendations designed 
to improve and increase knowledge and 
develop mechanisms to increase clinical 
awareness and treatment throughout the 
state for pediatric acute-onset neuropsy- 
chiatric syndrome, also known as ‘PANS’, 
and pediatric autoimmune neuropsychiat- 
ric disorders associated with streptococcal 
infection, also known as ‘PANDAS’, espe- 
cially for healthcare professionals; 

“(2) Operate along with the interdisci- 
plinary panel at the University of Arkan- 
sas for Medical Sciences to determine 
quarterly information, including case sta- 
tistics, outcome measures, and other rel- 
evant information; 

“(3) Make recommendations concern- 
ing standard practice guidelines for the 
diagnosis and treatment of PANS/PAN- 
DAS; 

“(4) Provide outreach to educators and 
parents; and 

“(5) Develop a network of volunteer ex- 
perts on PANS/PANDAS to serve as re- 
sources within this state. 

“(k)(1) The Arkansas PANS/PANDAS 
Advisory Council shall submit a report to 
the Legislative Council, the Senate Com- 
mittee on Insurance and Commerce, the 
House Committee on Insurance and Com- 
merce, the Senate Committee on Public 
Health, Welfare, and Labor, and the 
House Committee on Public Health, Wel- ° 
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fare, and Labor no later than August 31, 
2019. 

“(2) The Arkansas PANS/PANDAS Ad- 
visory Council shall report to the Senate 
Committee on Insurance and Commerce, 
the House Committee on Insurance and 
Commerce, the Senate Committee on Pub- 
lic Health, Welfare, and Labor, and the 
House Committee on Public Health, Wel- 
fare, and Labor as requested. 

“(1) This section expires December 31, 
2020.” 

Effective Dates. Acts 2021, No. 430, 
§ 3: Mar. 24, 2021. Emergency clause pro- 
vided: “It is found and determined by the 
General Assembly of the State of Arkan- 
sas that pediatric acute-onset neuropsy- 
chiatric syndrome, also known as ‘PANS’, 
and pediatric autoimmune neuropsychiat- 
ric disorders associated with streptococcal 
infections, also known as ‘PANDAS’, are 
misunderstood disorders that affect pedi- 
atric and adult patients in Arkansas, and 
the Arkansas PANS/PANDAS Advisory 
Council has been working to inform 
healthcare providers and healthcare in- 
surers about options available to treat 
PANS and PANDAS, but members of the 
Arkansas PANS/PANDAS Advisory Coun- 
cil have been limited in their work by the 
fear of exposure to coronavirus disease 
2019 (COVID-19), severe acute respira- 
tory syndrome coronavirus 2 (SARS-CoV- 


23-79-1901. Findings. 


23-79-1901 


2), or mutations of either of those respec- 
tive viruses; that numerous healthcare 
providers and healthcare insurers do not 
have sufficient knowledge about PANS 
and PANDAS to adequately respond to 
requests for treatment and coverage, and 
due to the effects of coronavirus disease 
2019 (COVID-19) and severe acute respi- 
ratory syndrome coronavirus 2 (SARS- 
CoV-2), or mutations of either of those 
respective viruses, on the people of this 
state, the Arkansas PANS/PANDAS Advi- 
sory Council has ongoing projects that 
need immediate attention; that the Ar- 
kansas PANS/PANDAS Advisory Council 
expired December 31, 2020; and that this 
act is immediately necessary to allow the 
Arkansas PANS/PANDAS Advisory Coun- 
cil to continue to provide education to 
healthcare providers and healthcare in- 
surers about the treatment and impact of 
PANS/PANDAS on patients and their 
families. Therefore, an emergency is de- 
clared to exist, and this act being immedi- 
ately necessary for the preservation of the 
public peace, health, and safety shall be- 
come effective on: (1) The date of its ap- 
proval by the Governor; (2) If the bill is 
neither approved nor vetoed by the Gov- 
ernor, the expiration of the period of time 
during which the Governor may veto the 
bill; or (3) If the ‘bill is vetoed by the 
Governor and the veto is overridden, the 
date the last house overrides the veto.” 


The General Assembly finds that: 

(1) Pediatric acute-onset neuropsychiatric syndrome, also known as 
“PANS”, is a clinically defined disorder characterized by the sudden 
onset of obsessive-compulsive symptoms or eating restrictions, accom- 
panied by two (2) or more symptoms of acute behavioral deterioration or 
motor and sensory changes, or both; 

(2) Pediatric autoimmune neuropsychiatric disorder associated with 
streptococcal infections, also known as “PANDAS”, is a term used to 
describe a subset of children and adolescents qathin the broader PANS 
classification; 

(3) Some insurance companies are currently providing disparate 
insurance coverage for the treatment of PANS and PANDAS, including 
the State and Public School Life and Health Insurance Program, the 
University of Arkansas for Medical Sciences, Medicaid, and some 
insurance companies that serve the interests of Arkansans; and 
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(4) However, not all insurance providers in Arkansas provide cover- 
age or sufficient coverage for PANS and PANDAS, and those insurance 
companies that do should be consistent in coverage of treatment of 
PANS and PANDAS. 


History. Acts 2019, No. 878, § 1. 


23-79-1902. Interdisciplinary panel — University of Arkansas 
for Medical Sciences. 


(a) The University of Arkansas for Medical Sciences has partnered 
with Arkansas Children’s Hospital and the National Institute of Mental 
Health for the establishment and operation of a clinic that currently 
serves patients with pediatric acute-onset neuropsychiatric syndrome, 
also known as “PANS”, and pediatric autoimmune neuropsychiatric 
disorder associated with streptococcal infections, also known as “PAN- 
DAS”. 

(b)(1) The University of Arkansas for Medical Sciences shall organize 
an interdisciplinary panel incorporating all components of those af- 
fected by PANS/PANDAS, including without limitation working with 
national organizations. 

(2) The interdisciplinary panel under subdivision (b)(1) of this sec- 
tion shall include: | 

(A) A member at large from the Arkansas PANS/PANDAS Advi- 
sory Council; 

(B) A member at large who is a medical professional with a 
minimum experience of two (2) years working with PANS/PANDAS 
patients and who is recommended by the Arkansas PANS/PANDAS 
Advisory Council with final approval by the University of Arkansas 
for Medical Sciences; and 

(C) Amember at large who is a medical director or medical officer 
from an insurance company licensed in this state to assist in the 
development of diagnostic criteria for future insurance coverage 
purposes. 

(c) An interdisciplinary team shall be established to create a protocol 
for the treatment of and diagnostic framework for the coverage of PANS 
and PANDAS by June 1, 2019, to allow for the assignment of an 
International Classification of Diseases code, such as an ICD-9 code or 
other applicable medical code for insurance coverage purposes. 

(d) The interdisciplinary team shall report to the Senate Committee 
on Public Health, Welfare, and Labor, the House Committee on Public 
Health, Welfare, and Labor, the Senate Committee on Insurance and 
Commerce, and the House Committee on Insurance and Commerce no 
later than August 31, 2019. 

(e) Once the interdisciplinary team determines appropriate diagnos- 
tic criteria for the protocol, a final report with recommendations shall 
be submitted to the Senate Committee on Public Health, Welfare, and 
Labor, the House Committee on Public Health, Welfare, and Labor, the 
Senate Committee on Insurance and Commerce, the House Committee 
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on Insurance and Commerce, and the General Assembly to include 
recommendations concerning mandating insurance coverage for the 
treatment of PANS and PANDAS for the next scheduled regular session 
that convenes after the submission of the report or the Governor is 
encouraged to add the recommendation to the call of any special session 
that is convened before the next scheduled regular session. 

(f) The expectation for the interdisciplinary team is that: 

(1) Every available tool will be utilized to make healthcare services 
for the treatment of PANS and PANDAS available statewide through 
the University of Arkansas for Medical Sciences network and available 
services, including telemedicine; and 

(2) Once the interdisciplinary team determines the diagnostic crite- 
ria for purposes of insurance coverage, all insurance companies and 
health benefit plans that are licensed in this state shall provide 
coverage for the treatment of PANS and PANDAS diagnosed according 
to the established diagnostic criteria recommended by the interdisci- 
plinary team. 

(g) The goal of the interdisciplinary team is to have the diagnostic 
criteria finalized and ready to be presented at the December 2019 
meeting of the Senate Committee on Public Health, Welfare, and Labor, 
the House Committee on Public Health, Welfare, and Labor, the Senate 
Committee on Insurance and Commerce, and the House Committee on 
Insurance and Commerce. 


History. Acts 2019, No. 878, § 1. 


23-79-1903. Arkansas PANS/PANDAS Advisory Council — Cre- 
ation — Membership — Duties. 


(a) There is created the Arkansas PANS/PANDAS Advisory Council 
to consist of the following members: 

(1) Two (2) members of the House of Representatives appointed by 
the Speaker of the House of Representatives; 

(2) Two (2) members of the Senate appointed by the President Pro 
Tempore of the Senate; 

(3) One (1) member who is a medical professional with two (2) years 
of professional experience working with PANS/PANDAS patients, ap- 
pointed by the Governor; 

(4) One (1) member who is a medical professional with two (2) years 
of professional experience working with PANS/PANDAS patients, ap- 
pointed by the council; 

(5) The Secretary of the Department of Health or his or her designee, 
serving as an ex officio nonvoting member; 

(6) The Insurance Commissioner or his or her designee, serving as an 
ex officio nonvoting member; 

(7) Three (3) members appointed by the Governor who are employed 
by a public school district, one (1) member to be a public school nurse, 
one (1) member to be a public school counselor, and one (1) member to 
be a public school teacher; 
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(8) One (1) member who is designated by the sie Hospital 
Association, Inc.; 

(9) One (1) member who is designated by the Age AAS State Board 
of Nursing; 

(10) One (1) member who is designated by the Arkansas Pharma- 
cist’s Association; 

(11) One (1) member who is designated by the American Academy of 
Allergy, Asthma, and Immunology; 

(12) Two (2) members who are parents, appointed by the Governor; 
and 

(13) One (1) member who is designated by the Arkansas Medical, 
Dental, and Pharmaceutical Association, Inc. 

(b)(1) Upon appointment to the council, the initial members shall 
draw lots to determine the length of their terms. 

(2) Appointments shall be for a term of four (4) years. 

(3) Vacancies on the council shall be filled in the same manner as 
provided for the initial appointment. 

(4) The new appointee shall serve for the remainder of the unexpired 
term. 

(c) Members shall serve at the pleasure of the organizations they 
represent or of the Governor, as indicated. 

(d)(1) The President Pro Tempore of the Senate shall appoint the 
Chair of the Arkansas PANS/PANDAS Advisory Council who shall be 
one (1) of the legislative members of the council. 

(2) The Speaker of the House of Representatives shall appoint the 
Vice Chair of the Arkansas PANS/PANDAS Advisory Council who shall 
be one (1) of the legislative members of the council. 

(e)(1) A majority of the membership shall constitute a quorum. 

(2) A majority vote of those members present shall be required for 
any action of the council. 

(f)(1) The council shall meet as often as is deemed necessary by the 
chair. 

(2) The council shall meet at the State Capitol Building in Little 
Rock, Arkansas. 

(g) Legislators shall be paid per diem and mileage as authorized by 
law for attendance at meetings of interim committees of the General 
Assembly. | 

(h)(1) The council shall receive staff support from the Bureau of 
Legislative Research. 

(2) The council shall receive assistance from the Children’s Postin- 
fectious Autoimmune Encephalopathy Center of Excellence at the 
University of Arizona Steele Children’s Research Center with the 
preparation of any reports required by this subchapter. 

(i) The council may: 

(1) Make recommendations designed to improve and increase knowl- 
edge and develop mechanisms to increase clinical awareness and 
treatment throughout the state for pediatric acute-onset neuropsychi- 
atric syndrome, also known as “PANS”, and pediatric autoimmune 
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neuropsychiatric disorders associated with streptococcal infections, 
also known as “PANDAS”, especially for healthcare professionals; 

(2) Operate along with the interdisciplinary panel on PANS/PAN- 
DAS at the University of Arkansas for Medical Sciences to determine 
quarterly information, including case statistics, outcome measures, and 
other relevant information; 

(3) Make recommendations concerning standard practice guidelines 
for the diagnosis and treatment of PANS/PANDAS for adult and 
pediatric patients who have been diagnosed with PANS/PANDAS; 

(4) Provide outreach to educators and parents; 

(5) Develop a network of volunteer experts on PANS/PANDAS to 
serve as resources within this state; and | 

(6) Consider any related topics associated with the council’s charge. 

(j)(1) The council shall report to the Senate Committee on Insurance 
and Commerce, the House Committee on Insurance and Commerce, the 
Senate Committee on Public Health, Welfare, and Labor, and the House 
Committee on Public Health, Welfare, and Labor, as requested. 

(2) The report described in subdivision (j)(1) of this section shall be 
submitted to the Legislative Council for final review. 


History. Acts 2021, No. 430, § 1. bers. The members of the Arkansas PANS/ 
A.C.R.C. Notes. Acts 2021, No. 480, PANDAS Advisory Council shall be ap- 
§ 2, provided: “Arkansas PANS/PANDAS pointed by May 1, 2021.” 
Advisory Council — Appointment of mem- 


23-79-1904. Sunset. 


This subchapter shall expire on December 31, 2023, unless extended 
by the General Assembly. 


History. Acts 2021, No. 4380, § 1. 


23-79-1905. Off-label use of drug treatment to treat pediatric 
acute-onset neuropsychiatric syndrome and pediat- 
ric autoimmune neuropsychiatric disorders associ- 
ated with streptococcal infection — Legislative 
findings — Definitions. 


(a) The General Assembly finds that: 

(1) Pediatric acute-onset neuropsychiatric syndrome, also known as 
“PANS”, is a clinically defined disorder characterized by the sudden 
onset of obsessive-compulsive symptoms or eating restrictions, accom- 
panied by two (2) or more symptoms of acute behavioral deterioration or 
motor and sensory changes, or both; 

(2) Pediatric autoimmune neuropsychiatric disorders associated 
with streptococcal infection, also known as “PANDAS”, is a term used to 
describe a subset of symptoms affecting children and adolescents 
within the broader PANS classification; 

(3) Other states may require coverage for off-label use of drug 
treatments to treat pediatric acute-onset neuropsychiatric syndrome 
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and pediatric autoimmune neuropsychiatric disorders associated with 
streptococcal infection; and 
(4) Arkansas does not require coverage for off-label use of drug 
treatments to treat patients who are diagnosed with pediatric acute- 
onset neuropsychiatric syndrome and pediatric autoimmune neuropsy- 
chiatric disorders associated with streptococcal infections. 
(b) As used in this section: 
(1)(A) “Health benefit plan” means an individual, blanket, or any 
group plan, policy, or contract for healthcare services issued, re- 
newed, or extended in this state by a healthcare insurer, health 
maintenance organization, hospital medical service corporation, or 
self-insured governmental or church plan in this state. 

(B) “Health benefit plan” includes: 

(i) A plan offered by a risk-based provider organization as estab- 
lished under the Medicaid Provider-Led Organized Care Act, § 20- 
77-2701 et seq.; 

(ii) Indemnity and managed care plans; and 

(iii) Plans providing health benefits to state and public school 
employees under § 21-5-401 et seq. 

(C) “Health benefit plan” does not include: 

(i) A plan that provides only dental benefits or eye and vision care 
benefits; 

(ii) A disability income plan; 

(iii) A credit insurance plan; 

(iv) Insurance coverage issued as a supplement to liability insur- 
ance; 

(v) Medical payments under an automobile or homeowners insur- 
ance plan; 

(vi) A health bencst plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vii) A plan that provides only indemnity for hospital confinement; 

(viii) An accident-only plan; or 

(ix) A specified disease plan; and 
(2)(A) “Healthcare insurer” means any insurance company, hospital 
and medical service corporation, or health maintenance organization 
that issues or delivers health benefit plans in this state and is subject 
to any of the following laws: 

(i) The insurance laws of this state; 

(ii) Section 23-75-101 et seq., pertaining to hospital and medical 
service corporations; 

(iii) Section 23-76-101 et seq., pertaining to health maintenance 
organizations; or 

(iv) Arisk-based provider organization established under the Med- 
icaid Provider-Led Organized Care Act, § 20-77-2701 et seq. 

(B) “Healthcare insurer” does not include an entity that provides 
only dental benefits or eye and vision care benefits. 
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(c) A health benefit plan that is offered, issued, or renewed in this 
state, including a plan offered by a risk-based provider organization 
established under the Medicaid Provider-Led Organized Care Act, 
§ 20-77-2701 et seq., shall provide coverage for off-label use of intra- 
venous immunoglobulin, also known as “IVIG”, to treat individuals 
diagnosed with pediatric acute-onset neuropsychiatric syndrome or 
pediatric autoimmune neuropsychiatric disorders associated with 
streptococcal infection, or both, on or after January 1, 2022, under a 
patient-specific treatment plan established by the Childhood Post- 
infectious Autoimmune Encephalopathy Clinic established by the Uni- 
versity of Arkansas for Medical Sciences in collaboration with Arkansas 
Children’s Hospital. 

(d) The coverage for off-label use of drug treatment to treat pediatric 
acute-onset neuropsychiatric syndrome and pediatric autoimmune neu- 
ropsychiatric disorders associated with streptococcal infection under 
this section: 

(1) May be subject to policy deductions or copayment requirements 
and any standard prior authorization review of a healthcare insurer or 
a health benefit plan; and 

(2) Does not diminish or limit benefits otherwise allowable under a 
health benefit plan. 

(e) The Insurance Commissioner shall develop and promulgate rules 
for the implementation and administration of this section. 


History. Acts 2021, No. 1054, § 1. 


SUBCHAPTER 20 — HEALTHCARE Payor IDENTIFICATION Carp Act 


SECTION. 
23-79-2001. Title. 
23-79-2002. Definitions. 


Effective Dates. Acts 2019, No. 706, 
§ 2: Apr. 4, 2019. Emergency clause pro- 
vided: “It is found and determined by the 
General Assembly of the State of Arkan- 
sas that there is confusion in the market- 
place among consumers and providers as 
to whether members are in an insured or 
self-funded plan; that simply identifying 
the type of plan on a member’s identifica- 
tion card will significantly address this 
problem without causing an administra- 
tive burden; and that this act is immedi- 
ately necessary because the confusion 
makes proper regulation and enforcement 


SECTION. 
23-79-2003. Identification cards. 


of laws under the Arkansas Insurance 
Code difficult. Therefore, an emergency is 
declared to exist, and this act being imme- 
diately necessary for the preservation of 
the public peace, health, and safety shall 
become effective on: (1) The date of its 
approval by the Governor; (2) If the bill is 
neither approved nor vetoed by the Gov- 
ernor, the expiration of the period of time 
during which the Governor may veto the 
bill; or (8) If the bill is vetoed by the 
Governor and the veto is overridden, the 
date the last house overrides the veto.” 
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23-79-2001. Title. 


This subchapter shall be known and may be cited as the “Healthcare 
Payor Identification Card Act”. 


History. Acts 2019, No. 706, § 1. 


23-79-2002. Definitions. 


As used in this subchapter: 

(1)(A) “Health benefit plan” means an individual, blanket, or group 

plan, policy, or contract for healthcare services issued or delivered by 

a healthcare payor in this state. 

(B) “Health benefit plan” does not include workers’ compensation 
plans, Medicaid, or a plan that provides only dental benefits or eye 
and vision care benefits; 

(2A) “Healthcare payor” means an entity or individual that con- 

tracts, pays, or arranges for payment, in whole or in part, for the 

delivery of healthcare services or products that are covered by a 

health benefit plan administered, issued, or delivered by the entity or 

individual. 

(B) “Healthcare payor” includes a health insurance company, a 
health maintenance organization, a hospital and medical services 
corporation, and an entity that provides or administers a self-funded 
health benefit plan, including a governmental plan; 

(3) “Identification card” means a card or other technology that 
functions like a card issued by a healthcare payor to a subscriber or 
member and containing information related to the member’s identity 
and health benefit plan; and 3 

(4) “Member” means an individual enrolled or subscribed for health- 
care services or products that are covered by a health benefit plan. 


History. Acts 2019, No. 706, § 1. 


23-79-2003. Identification cards. 


A healthcare payor shall issue an identification card to a member that 
provides an indication of whether the health benefit plan is insured or 
self-funded. 


History. Acts 2019, No. 706, § 1. 


SUBCHAPTER 21 — REGULATION OF STEP THERAPY PRoTOocoLs [EFFECTIVE 
JANUARY 1, 2022] 


SECTION. SECTION. 

23-79-2101. Legislative findings and in- 23-79-2103. Clinical review criteria. [Ef- 
tent. [Effective January 1, fective January 1, 2022.] 
2022.] | 23-79-2104. Exceptions — Transparency. 

23-79-2102. Definitions. [Effective Janu- [Effective January 1, 


ary 1, 2022.] 2022.) 
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SECTION. 
23-79-2105. Applicability. [Effective 
January 1, 2022.] 


Effective Dates. Acts 2021, No. 97, tion 2 of this act is effective on and after 
§ 8. Effective date clause provided: “Sec- January 1, 2022.” 


23-79-2101. Legislative findings and intent. [Effective January 
1, 2022.] 


(a) The General Assembly finds that: 

(1) Health benefit plans are increasingly making use of step therapy 
protocols under which patients are required to try one (1) or more 
prescription drugs before coverage is provided for a drug selected by the 
patient’s healthcare provider; 

(2) Such step therapy protocols, if the step therapy protocols are 
based on well-developed scientific standards and administered in a 
flexible manner that takes into account the individual needs of a 
patient, can play an important role in controlling healthcare costs; and 

(3) Without uniform policies in the state for step therapy protocols, a 
patient may not receive the equivalent or most appropriate treatment. 

(b) It-is the intent of the General Assembly that: 

(1) To require healthcare insurers to base step therapy protocols on 
appropriate clinical practice guidelines or published peer-reviewed data 
developed by independent experts with knowledge of the condition or 
conditions under consideration is a matter of public interest; and 

(2) Patients have access to a fair, transparent, and independent 
process for requesting a step therapy protocol exception when the 
patient’s physician deems it appropriate. 


History. Acts 2021, No. 97, § 2. tion 2 of this act is effective on and after 
Effective Dates. Acts 2021, No. 97, January 1, 2022.” 
§ 8. Effective date clause provided: “Sec- 


23-79-2102. Definitions. [Effective January 1, 2022.] 


As used in this subchapter: 

(1) “Clinical practice guidelines” means a systematically developed 
statement derived from peer-reviewed published medical literature, 
evidence-based research, and widely accepted medical practice to assist 
decision-making by healthcare providers and patients about appropri- 
ate health care for specific clinical circumstances and conditions; 

(2) “Clinical review criteria” means the written screening: proce- 
dures, decision abstracts, clinical protocols, and clinical practice guide- 
lines used by a healthcare insurer, health benefit plan, or utilization 
review organization to determine the medical necessity and appropri- 
ateness of healthcare services; 
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(3) “Generic equivalent” means an AB-rated drug that is pharmaceu- 
tically and therapeutically equivalent to the drug prescribed; 

(4)(A) “Health benefit plan” means an individual, blanket, or any 

group plan, policy, or contract for healthcare services issued, re- 

newed, or extended in this state by a healthcare insurer, health 

maintenance organization, hospital medical service corporation, or 

self-insured governmental or church plan in this state. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; 

(ii) Plans providing health benefits to state and public school 
employees under § 21-5-401 et seq.; and 

(iii) Individual qualified health insurance plans under the Arkan- 
sas Health and Opportunity for Me Act of 2021, § 23-61-1001 et seq. 

(C) “Health benefit plan” does not include: 

(i) A disability income plan; 

(ii) A credit insurance plan; 

(iii) Insurance coverage issued as a supplement to liability insur- 
ance; 

(iv) Medical payments under an automobile or homeowners insur- 
ance plan; 

(v) A health benefit plan provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(vi) A plan that provides only indemnity for hospital confinement; 

(vii) An accident-only plan; 

(viii) A specified disease plan; 

(ix) A plan that provides only dental benefits or eye and vision care 
benefits; or 

(x) A program or plan authorized under 42 U.S.C. § 1396a et seq., 

as it existed on January 1, 2021, as approved by the United States 
Secretary of Health and Human Services, excluding individual quali- 
fied health insurance plans under the Arkansas Health and Oppor- 
tunity for Me Act of 2021, § 23-61-1001 et seq.; 
(5)(A) “Healthcare insurer” means an insurance company, hospital 
and medical service corporation, or health maintenance organization 
that issues or delivers health benefit plans in this state and is subject 
to any of the following laws: 

(i) The insurance laws of this state; 

(ii) Section 23-75-101 et seq., pertaining to hospital and medical 
service corporations; or 

(iii) Section 23-76-101 et seq., pertaining to health maintenance 
organizations. 

(B) “Healthcare insurer” does not include an entity that provides 
only dental benefits or eye and vision care benefits; 

(6) “Interchangeable biological product” means a biological product 
that is interchangeable, as “interchangeable” is defined by 42 U.S.C. 
§ 262(i)(3), as it existed on January 1, 2021; 
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(7) “Medically necessary” means healthcare services and supplies 
that, under the applicable standard of care, are appropriate: 

(A) To improve or preserve health, life, or function; 

(B) To slow the deterioration of health, life, or function; or 

(C) For the early screening, prevention, evaluation, diagnosis, or 
treatment of a disease, condition, illness, or injury; 

(8) “Step therapy protocol” means a protocol, policy, or program that 
establishes the specific sequence in which prescription drugs for a 
specified medical condition and that are medically appropriate for a 
patient are covered by a healthcare insurer or health benefit plan; 

(9) “Step therapy protocol exception” means that a step therapy 
protocol is overridden in favor of immediate coverage of the healthcare 
provider’s selected prescription drug; and 

(10)(A) “Utilization review organization” means an individual or 

entity that performs step therapy for at least one (1) of the following: 

(i) A healthcare insurer; 

(ii) A preferred provider organization or health maintenance orga- 
nization; or 

(iii) Any other individual or entity that provides, offers to provide, 
or administers hospital, outpatient, medical, or other health benefits 

to a person treated by a healthcare provider in this state under a 

policy, health benefit plan, or contract. 

(B) A healthcare insurer is a utilization review entity if the 
healthcare insurer performs step therapy. 

(C) “Utilization review organization” does not include an insurer of 
automobile, homeowners, or casualty and commercial liability insur- 
ance or the insurer’s employees, agents, or contractors. 


History. Acts 2021, No. 97, § 2; 2021, 
No. 645, § 1. 

Amendments. The 2021 amendment 
by No. 645 added (4)(B)(iii); and, in 
(4)(C)(x), deleted “and funded” following 
“plan authorized”, inserted “as it existed 
on January 1, 2021”, and added “exclud- 
ing individual qualified health insurance 


plans under the Arkansas Health and 
Opportunity for Me Act of 2021, § 23-61- 
1001 et seq.”. , 

Effective Dates. Acts 2021, No. 97, 
§ 8. Effective date clause provided: “Sec- 
tion 2 of this act is effective on and after 
January 1, 2022.” 


23-79-2103. Clinical review criteria. [Effective January 1, 2022.] 


(a)(1) Clinical review criteria used to establish a step therapy proto- 
col shall be based on clinical practice guidelines that: 

(A) Are developed and endorsed by a multidisciplinary panel of 

experts that manages conflicts of interest among the members of the 


writing and review groups by: 


(i(a) Requiring members to disclose any potential conflicts of 
interest with entities, including healthcare insurers, health benefit 
plans, and pharmaceutical manufacturers. 

(b): A member shall recuse himself or herself from voting if the 


member has a conflict of interest; 
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(ii) Using a methodologist to work with writing groups to provide 
objectivity in data analysis and ranking of evidence through the 
preparation of evidence tables and facilitating consensus; and 

(iii) Offering opportunities for public review and comments; 

(B) Are based on high-quality studies, research, and medical 
practice; 

(C) Are created by an explicit and transparent process that: 

(i) Minimizes biases and conflicts of interest; 

(ii) Explains the relationship between treatment options and out- 
comes; 

(iii) Rates the quality of the evidence supporting recommenda- 
tions; and 

(iv) Considers relevant patient subgroups and preferences; and 

(D) Are continually updated through a review of new evidence, 
research, and newly developed treatments. 

(2) Peer-reviewed published medical literature may be substituted 
for clinical practice guidelines to establish clinical review criteria if the 
peer-reviewed published medical literature meets the requirements of 
subdivisions (a)(1)(B) and (C) of this section, when those requirements 
apply to the available peer-reviewed published medical literature. 

(3) If establishing a step therapy protocol, a utilization review agent 
shall take into account the needs of atypical patient populations and 
diagnoses when establishing clinical review criteria. 

(4) A healthcare insurer, pharmacy benefit manager, or utilization 
review organization shall: 

(A) Upon written request, provide all specific written clinical 
review criteria relating to the particular condition or disease, includ- 
ing clinical review criteria relating to a step therapy protocol override 
determination; and 

(B) Make available such clinical review criteria and other clinical 
information on its website and to a healthcare professional on behalf 
of an insured upon written request. 

(b) This section does not require healthcare insurers, hédith benefit 
plans, or the state to set up a new entity to develop clinical review 
criteria used for step therapy protocols. 


History. Acts 2021, No. 97, § 2. tion 2 of this act is effective on and after 
Effective Dates. Acts 2021, No. 97, January 1, 2022.” 
§ 8. Effective date clause provided: “Sec- 


23-79-2104. Exceptions — Transparency. [Effective January 1, 
2022.] 


(a)(1) If coverage of a prescription drug for the treatment of any 
medical condition is restricted for use by a healthcare insurer, health 
benefit plan, or utilization review organization through the use of a step 
therapy protocol, a patient and prescribing healthcare provider shall 
have access to a clear, readily accessible, and convenient process to 
request a step therapy protocol exception. 
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(2)(A) A healthcare insurer, health benefit plan, or utilization review 
organization may use its existing medical exceptions process to 
satisfy the requirement under subdivision (a)(1) of this section. 

(B) The existing medical exceptions process shall be made easily 
accessible on the website of the healthcare insurer, health benefit 
plan, or utilization review organization. 

(C) Upon request, a healthcare insurer, health benefit plan, or 
utilization review organization shall disclose to a prescribing health- 
care provider all rules and clinical review criteria related to the step 
therapy protocol, including without limitation the specific informa- 
tion and documentation that is required to be submitted by a 
prescribing healthcare provider or patient to the healthcare insurer, 
health benefit plan, or utilization review organization to be consid- 
ered a complete step therapy protocol exception request. 

(b) A step therapy protocol exception shall be expeditiously granted 
if: 

(1) A required prescription drug is contraindicated or will likely 
cause an adverse reaction or physical or mental harm to the patient; 

(2) Arequired prescription drug is expected to be ineffective based on 
the known clinical characteristics of the patient and the known char- 
acteristics of the prescription drug regimen; 

(3) A patient has tried the required prescription drug while under 
the patient’s current or previous health benefit plan, or another 
prescription drug in the same pharmacologic class or with the same 
mechanism of action and the prescription drug was discontinued due to 
lack of efficacy or effectiveness, diminished effect, or an adverse event; 

(4) A required prescription drug is not in the best interest of the 
patient, based on medical necessity; or 

(5) Apatient is stable on a prescription drug selected by the patient’s 
healthcare provider for the medical condition under consideration while 
on a current or previous health benefit plan. 

(c)(1) The healthcare insurer, health benefit plan, or utilization 
review organization shall grant or deny a request for a step therapy 
protocol exception within seventy-two (72) hours of receiving the 
request. 

(2) In cases in which exigent circumstances exist, the healthcare 
insurer, health benefit plan, or utilization review organization shall 
grant or deny the request within twenty-four (24) hours of receiving the 
request. 

(d)(1) A patient covered by a healthcare insurer under a health 
benefit plan may appeal the denial of a request for a step therapy 
protocol exception. 

(2) The health benefit plan shall grant or deny the appeal within 
. seventy-two (72) hours of receiving the appeal. 

(3) In cases in which exigent circumstances exist, the health benefit 
plan shall grant or deny the appeal within twenty-four (24) hours of 
receiving the appeal. 

(e) If a response by a healthcare insurer, health benefit plan, or 
utilization review organization is not received within the time allotted 
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under this section, the request for a step therapy protocol exception or 
the appeal of a denial of such a request shall be deemed granted. 

(f)(1) If a request for a step therapy protocol exception is incomplete 
or additional clinically relevant information is required, a healthcare 
insurer, health benefit plan, or utilization review organization shall 
notify the prescribing healthcare provider within seventy-two (72) 
hours of submission, or twenty-four (24) hours in exigent circum- 
stances, of the additional or clinically relevant information that is 
required in order to approve or deny the step therapy protocol exception 
request or appeal as described under subdivision (a)(1) of this section. 

(2) Once the requested information is submitted, the applicable time 
period to grant or deny a step therapy protocol exception request or 
appeal shall apply. ; 

(3) If a determination or notice of incomplete or clinically relevant 
information by a healthcare insurer, health benefit plan, or utilization 
review organization is not received by the prescribing healthcare 
provider within the time allotted, the step therapy protocol exception or 
appeal shall be deemed granted. 

(4) In the event of a denial, a healthcare insurer, health benefit plan, 
or utilization review organization shall inform the patient of a potential 
appeal process. 

(g) Upon the granting of a step therapy protocol exception, a health- 
care insurer, health benefit plan, or utilization review organization 
shall authorize coverage for the prescription drug prescribed by the 
patient’s treating healthcare provider. 

(h) This section shall not be construed to prevent: 

(1) Ahealthcare insurer, a health benefit plan, or a utilization review 
organization from requiring: 

(A) A patient to try a generic equivalent or interchangeable bio- 
logical product unless such a requirement meets subsection (b) of this 
section pursuant to a step therapy protocol exception request submit- 
ted under subsection (b) of this section; or 

(B) A pharmacist to effect substitutions of prescription drugs 
consistent with § 17-92-503; or 
(2) Ahealthcare provider from prescribing a prescription drug that is 

determined to be medically necessary. 


History. Acts 2021, No. 97,§ 2. | tion 2 of this act is effective on and after 
Effective Dates. Acts 2021, No. 97, January 1, 2022.” 
§ 8. Effective date clause provided: “Sec- 


23-79-2105. Applicability. [Effective January 1, 2022.] 


This subchapter applies to a group health benefit plan or offered in 
connection with a group health plan that provides coverage of a 
prescription drug under a policy that meets the definition of a medica- 
tion step therapy protocol whether or not the policy is described as a 
step therapy protocol. 


109 INSURANCE POLICIES GENERALLY 23-79-2202 


History. Acts 2021, No. 97, § 2. tion 2 of this act is effective on and after 
Effective Dates. Acts 2021, No. 97, January 1, 2022.” 
§ 8. Effective date clause provided: “Sec- 


SUBCHAPTER 22 — ARKANSAS COVERAGE FOR EARLY REFILLS OF 
PRESCRIPTION Eve Drops Act 


SECTION. 

23-79-2201. Title. 

23-79-2202. Definitions. 

23-79-2203. Prescription eye drops — 
Early refills — Require- 
ments. 


23-79-2201. Title. 


This subchapter shall be known and may be cited as the “Arkansas 
Coverage for Early Refills of Prescription Eye Drops Act”. 


History. Acts 2021, No. 357, § 1. 


23-79-2202. Definitions. 


As used in this subchapter: 

(1) “Covered person” means a person who is and continues to remain 
eligible for coverage under a health benefit plan and is covered under 
the health benefit plan; 

(2)(A) “Health benefit plan” means: 

(i) An individual, blanket, or group plan, policy, or contract for 
healthcare services issued or delivered by a healthcare insurer; and 

(ii) Any health benefit program receiving state or federal appro- 
priations from the State of Arkansas, including the Arkansas Medic- 
aid Program and the Arkansas Works Program, or any successor 
program. 

(B) “Health benefit plan” includes: 

(i) Indemnity and managed care plans; and 

(ii) Nonfederal governmental plans as defined in 29 U.S.C. 
§ 1002(32), as it existed on January 1, 2021. 

(C) “Health benefit plan” does not include: 

G) A disability 1 income plan; 

(ii) A credit insurance plan; 

(iii) Insurance coverage issued as a supplement to liability insur- 
ance; 

(iv) A medical payment under automobile or homeowners insur- 
ance plans; | 

(v) A health benefit plan provided under Arkansas Constitution, 

Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 

or the Public Employee Workers’ Compensation Act, § 21-5-601 et 

seq.; 
(viy A plan that provides only indemnity for hospital confinement; 
(vii) An accident-only plan; 
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(viii) A specified disease plan; 
(ix) A long-term-care-only plan; 
(x) A dental-only plan; or 

(xi) A vision-only plan; 

(3) “Healthcare insurer” means an entity subject to the insurance 
laws of this state or the jurisdiction of the Insurance Commissioner that 
contracts or offers to contract to provide health insurance coverage, 
including without limitation an insurance company, a health mainte- 
nance organization, a hospital medical service corporation, a self- 
insured governmental or church plan in this state, or the Arkansas 
Medicaid Program; 

(4) “Healthcare professional” means a person who is licensed, certi- 
fied, or otherwise authorized by the laws of this state to administer 
health care in the ordinary course of the practice of his or her 
profession; and 

(5) “Prescription eye drops” means a prescription topical eye medi- 
cation that is delivered through eye drops and is used to treat a chronic 
condition of the eye. 


History. Acts 2021, No. 357, § 1. 


23-79-2203. Prescription eye drops — Early refills — Require- 
ments. 


A healthcare insurer that provides coverage for prescription eye 
drops under a health benefit plan shall provide coverage for early refills 
of prescription eye drops to a covered person on and after January 1, 
2022, if: 

(1) For a thirty-day supply: , 

(A) The amount of time has passed bre which a covered person 
should have used seventy percent (70%) of the dosage of the prescrip- 
tion eye drops according to a healthcare professional’s instructions on 
the prescription; or : 

(B) Twenty-two (22) PE have passed from: 

(i) The original date the prescription eye drops were distributed to 
a covered person; or 

(ii) The date the most recent refill of the prescription eye drops was 
distributed to a covered person; 

(2) The healthcare professional indicates on the original prescription 
that additional quantities of the prescription eye drops are needed; 

(3) Arefill request of a covered person for prescription eye drops does 
not exceed the number of additional quantities needed as described in 
subdivision (2) of this section; and 

(4) The prescription eye drops prescribed by a healthcare profes- 
sional are a covered benefit under the health benefit plan of the covered 
person. 


History. Acts 2021, No. 357, § 1. 
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SuBCHAPTER 23 — ARKANSAS FatrneEss IN Cost SHARING AcT 


SECTION. 
23-79-2301. Title. 
23-79-2302. Definitions. 


A.C.R.C. Notes. Acts 2021, No. 965, 
§ 1, provided: “Legislative findings and 
intent. 

“(a) The General Assembly finds that: 

“(1) Arkansans frequently rely on 
state-regulated commercial insurers to se- 
cure access to the prescription drugs 
needed to protect their health; 

“(2) Commercial insurance designs in- 
creasingly require a patient to bear sig- 
nificant out-of-pocket costs for the pa- 
tient’s prescription drugs; 

“(3) High out-of-pocket costs on pre- 
scription drugs affect the ability of pa- 
tients to start new and necessary pre- 
scription drugs and to adhere to their 
current prescription drugs regimen; 

“(4) High or unpredictable cost-sharing 
requirements are a main driver of el- 
evated out-of-pocket costs for patients and 
allow insurers to capture and divert re- 
bates, discounts, and price concessions 
that are intended to benefit patients at 
the pharmacy counter; 

“(5) Insurers unfairly increase cost- 
sharing burdens on patients by refusing to 


23-79-2301. Title. 


SECTION. 
23-79-2303. Fairness in cost sharing. 
23-79-2304. Rules. 


count third-party assistance toward a pa- 
tient’s cost-sharing contributions; 

“(6) The burdens of high or unpredict- 
able cost-sharing requirements are borne 
disproportionately by patients with 
chronic or debilitating medical conditions; 

“(7) Itis necessary to restrict the ability 
of insurers and their intermediaries to use 
unfair cost-sharing design to retain re- 
bates, discounts, and price concessions 
that instead should be directly passed on 
to patients as cost savings at the point of 
sale of prescription drugs; and 

“(8) Patients need equitable and acces- 
sible health coverage that does not impose 
unfair cost-sharing burdens upon them. 

“(b) It is the intent of the General As- 
sembly to ensure that a state-regulated 
insurer and the entities that contract with 
the state-regulated insurer do not restrict 
patient access to prescription drugs by 
refusing to count third-party cost-sharing 
assistance toward a patient’s cost-sharing 


_ obligations, a practice that is detrimental 


to the consumer.” 


This subchapter shall be known and may be cited as the “Arkansas 


Fairness in Cost Sharing Act”. 
History. Acts 2021, No. 965, § 2. 


23-79-2302. Definitions. 
As used in this subchapter: 


(1) “Cost-sharing requirement” means a copayment, coinsurance, 
deductible, or annual limitation on cost sharing, including without 
limitation a limitation subject to the Patient Protection and Affordable 
Care Act, Pub. L. No. 111-148, that is required by or on behalf of an 
enrollee in order to receive a specific healthcare service, including a 
prescription drug, covered by a health benefit plan; 

(2) “Enrollee” means an individual entitled to healthcare services 
from a healthcare insurer; 
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(3)(A) “Health benefit plan” means any individual, blanket, or group 

plan, policy, or contract for healthcare services issued_or delivered by 

a healthcare insurer in this state. 

(B) “Health benefit plan” does not include: 

(i) Accident-only plans; 

(ii) Specified disease plans; 

(iii) Disability income plans; 

(iv) Plans that provide only for indemnity for hospital confine- 
ment; 

(v) Long-term-care-only plans that do not include pharmacy ben- 
efits; 

(vi) Other limited-benefit health insurance policies or plans; 

(vii) Health benefit plans provided under Arkansas Constitution, 
Article 5, § 32, the Workers’ Compensation Law, § 11-9-101 et seq., 
and the Public Employee Workers’ Compensation Act, § 21-5-601 et 
seq.; 

(viii) A plan that provides only dental benefits or eye and vision 
care benefits; or 

(ix) A program or plan authorized and funded under 42 U.S.C. 
‘§ 1396a et seq.; 

(4)(A) “Healthcare insurer” means an insurance company that is 

subject to state law regulating insurance and offers health insurance 

coverage under 42: U.S.C. § 300gg-91, as it existed on January 1, 

2021, a health maintenance organization, or a hospital and medical 

service corporation. ) 

(B) “Healthcare insurer” does not include an entity that provides 
only dental benefits or eye and vision care benefits; 

(5) “Healthcare service” means an item or service provided to an 
individual for the purpose of preventing, alleviating, curing, or healing 
illness, injury, or physical disability; and 

(6) “Person” means a natural person, corporation, mutual company, 
unincorporated association, partnership, joint venture, limited liability 
company, trust, estate, foundation, not-for-profit corporation, unincor- 
porated organization, government, or governmental subdivision or 
agency. 


History. Acts 2021, No. 965, § 2. throughout Title 42 and other titles of the 

U.S. Code. The Patient Protection and U.S. Code, including 42 U.S.C. § 300gg¢ et 
Affordable Care Act, Pub. L. No. 111-148, seq. and 42 U.S.C. § 18001 et seq. 
referred to in this section, is codified 


23-79-2303. Fairness in cost sharing. 


(a)(1) When calculating an enrollee’s contribution to any applicable 
cost-sharing requirement, a healthcare insurer shall include any cost- 
sharing amounts paid by the enrollee or on behalf of the enrollee by 
another person. 
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(2) The cost-sharing requirement under subdivision (a)(1) of this 
section does not apply for cost-sharing of a prescription drug if a 
name-brand prescription drug is prescribed and the prescribed drug: 

(A) Is not considered to be medically necessary by the prescriber; 
and | 

(B) Has a medically appropriate generic prescription drug equiva- 
lent. 

(b)(1) Except as provided in subdivision (b)(2) of this section, this 
section applies to a health benefit plan that is entered into, amended, 
extended, or renewed on or after January 1, 2022. 

(2)(A) Benefits offered through a health benefit plan under the 

Evidence-Based Prescription Drug Program of the College of Phar- 

macy of the University of Arkansas for Medical Sciences shall satisfy 

the requirements of this section beginning on and after January 1, 

2024, if the Insurance Commissioner reports a failure to comply with 

this section to the Legislative Council. 

(B)G) Beginning on January 1, 2022, the Director of the Evidence- 
Based Prescription Drug Program of the College of Pharmacy of the 
University of Arkansas for Medical Sciences shall report quarterly to 
the commissioner, Arkansas Legislative Audit, and the Legislative 

~ Council concerning details of plan savings and how the process that 
is used benefits an enrollee and the offered plan. _ 

(ii) The report described in subdivision (b)(2)(B)G) of this section 
shall include the amount of enrollee savings, plan-specific data on the 
amount of manufacturer rebates received, and how the manufacturer 
rebates were applied in each plan for which the program is contracted 
to administer a prescription drug benefit. 

(c) The General Assembly intends for this section to regulate a 
healthcare insurer only to the extent permissible under applicable law. 


History. Acts 2021, No. 965, § 2. 


23-79-2304. Rules. 


(a) The Insurance Commissioner shall promulgate rules necessary to 
carry out this subchapter. 

(b) The rules promulgated under this section shall require a health- 
care insurer and the Director of the Evidence-Based Prescription Drug 
Program of the College of Pharmacy of the University of Arkansas for 
Medical Sciences to submit to the commissioner plan-specific informa- 
tion related to savings and accountability to document how enrollees 
are realizing a cost savings under each plan. 


History. Acts 2021, No. 965, § 2. 
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CHAPTER 80 
INSURANCE POLICIES — SIMPLIFICATION 


SUBCHAPTER. 
2. Lire AND ACCIDENT AND HEALTH INSURANCE PoLicy LANGUAGE SIMPLIFICATION ACT. 
3. PROPERTY AND CASUALTY INSURANCE PoLicy SIMPLIFICATION ACT. 

4. Prescription Druc PAPERWORK SIMPLIFICATION. 


SUBCHAPTER 2 — LIFE AND ACCIDENT AND HEALTH INSURANCE POLICY 
LANGUAGE SIMPLIFICATION ACT 


SECTION. 

23-80-206. Minimum standards. 

23-80-207. Authorization to use lower 
score. 


23-80-206. Minimum standards. 


(a) In addition to any other requirements of law, no policy forms, 
except as stated in § 23-80-204, shall be delivered or issued for delivery 
in this state on or after the dates forms must be approved under this 
subchapter, unless: 

(1) The text achieves a minimum score of forty (40) on the Flesch 
reading ease test or an equivalent score on any other comparable test as 
provided in subsection (c) of this section; 

(2) It is printed, except for specification pages, schedules, and tables, 
in not less than 10-point type, 1-point leaded; 

(3) The style, arrangement, and overall appearance of the policy give 
no undue prominence to any portion of the text of the policy or to any 
endorsements or riders; and 

(4) It contains a table of contents or an index of the principal sections 
of the policy, if the policy has more than three thousand (3,000) words 
printed on three (3) or fewer pages of text, or if the policy has more than 
three (3) pages, regardless of the number of words. ; 

(b)(1) For the purposes of this section, a Flesch reading ease test 
score shall be measured by the following method: 

(A) For policy forms containing ten thousand (10,000) words or 
less, the entire form shall be analyzed. For policy forms containing 
more than ten thousand (10,000) words, the readability of two (2) 
two-hundred-word samples per page may be analyzed instead of the 
entire form. The samples shall each be separated by at least ten (10) 
printed lines; 

(B) The number of words and sentences in the text shall be 
counted, and then the total number of words divided by the total 
number of sentences. The figure obtained shall be multiplied by a 
factor of 1.015; 

- (C) The total number of syllables shall be counted and divided by 

the total number of words. The figure obtained shall be multiplied by 

a factor of 84.6; and 
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(D) The sum of the figures computed under subdivisions (b)(1)(B) 
and (C) of this section subtracted from 206.835 equals the Flesch 
reading ease score for the policy form. 

(2) For purposes of subdivisions (b)(1)(B)-(D) of this section, the 
following procedures shall be used: 

(A) Acontraction, hyphenated word, or numbers and letters, when 
separated by spaces, shall be counted as one (1) word; 

(B) A unit of words ending with a period, semicolon, or colon, but 
excluding headings and captions, shall be counted as a sentence; and 

(C)G) Asyllable means a unit of spoken language consisting of one 
(1) or more letters or a word as divided by an accepted dictionary. 

(ii) When the dictionary shows two (2) or more equally acceptable 
pronunciations of a word, the pronunciation containing fewer syl- 
lables may be used. 

(3) The term “text” as used in this section shall include all printed 
matter except the following: 

(A) The name and address of the insurer, the name, number, or 
title of the policy, the table of contents or index, captions and 
subcaptions, and specification pages, schedules, or tables; and 

(B) Any policy language which is drafted to conform to the require- 
ments of any federal law, regulation, or agency interpretation, any 
policy language required by any collectively bargained agreement, 
any medical terminology, any words which are defined in the policy, 
and any policy language required by law or rule, provided that the 
insurer identifies the language or terminology excepted by this 
subdivision (b)(3) and certifies in writing that the language or 
terminology is entitled to be excepted by this subdivision (b)(3). 

(c) Any other reading test may be approved by the Insurance 
Commissioner for use as an alternative to the Flesch reading ease test 
if it is comparable in result to the Flesch reading ease test. 

(d)(1) Filings subject to this section shall be accompanied by a 
certificate signed by an officer of the insurer stating that it meets the 
minimum reading ease score on the test used or stating that the score 
is lower than the minimum required but should be approved in 
accordance with § 23-80-207. 

(2) To confirm the accuracy of any certification, the commissioner 
may require the submission of further information to verify the certi- 
fication in question. 

(e) At the option of the insurer, riders, endorsements, applications, 
and other forms made a part of the policy may be scored as separate 
forms or as part of the policy with which they may be used. 


History. Acts 1979, No. 258, § 5; A.S.A. Amendments. The 2019 amendment 
1947, § 66-3255; Acts 2019, No. 315, substituted “rule” for “regulation” in 
§ 2722. (b)(3)(B). 
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23-80-207. Authorization to use lower score. 


The Insurance Commissioner may authorize a lower score than the 
Flesch reading ease score required in § 23-80-206(a)(1) whenever, in 
the commissioner’s discretion, he or she finds that a lower score: 

(1) Will provide a more accurate reflection of the readability of a 
policy form; 

(2) Is warranted by the nature of a particular policy form or type or 
class of policy forms; or 7 
(3) Is caused by certain policy language which is drafted to conform 
to the requirements of any state law, rule, or agency interpretation. 


History. Acts 1979, No. 258, § 7;A.S.A. Amendments. The 2019 amendment 
1947, § 66-3257; Acts 2019, No. 315, substituted “rule” for “regulation” in (3). 
§ 2723: 


SUBCHAPTER 3 — PROPERTY AND CAsuALTy INSURANCE POLicy 
SIMPLIFICATION ACT 


SECTION. 
23-80-305. Powers of commissioner. 
23-80-306. Minimum standards. 


23-80-305. Powers of commissioner. 


(a) After notice and hearing, the Insurance Commissioner may issue 
reasonable rules implementing §§ 23-80-306 and 23-80-308. 

(b). At the commissioner’s sole discretion, he or she may extend any 
dates under this subchapter. 

(c) The commissioner shall have sole authority to enforce the provi- 
sions of this subchapter or seek remedies for its violation. 


History. Acts 1981, No. 517, § 8;A.S.A. Amendments. The 2019 amendment 
1947, § 66-5808; Acts 2019, No. 315, | deleted “or regulations” following “rules” 
§ 2724. in (a). 


23-80-306. Minimum standards. 


(a) All policies which, under subsection (b) of this section, must 
comply with this subsection shall be simplified, taking into consider- 
ation the following factors: 

(1) Use of simple sentence structure and short sentences; 

(2) Use of commonly understood words; 

(3) Avoidance of technical legal terms whenever possible; 

(4) Minimal reference to other sections or provisions of the policy; 

(5) Organization of text; and 

(6) Legibility. 

(b)(1)(A) In addition to any other requirements of law, the Insurance 

Commissioner shall by rule specify the dates by which personal lines 

policies shall comply with subsection (a) of this section. 
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(B) The dates established by the commissioner for compliance 
shall not be less than eighteen (18) months nor more than thirty-six 
(36) months from the effective date of the rule. 

(C) “Personal lines policies” are policies: 

(i) Solely used to provide homeowners insurance, dwelling fire 
insurance on one (1) to four (4) family units, or individual fire 
insurance on dwelling contents; or 

(ii) Principally used to provide primary insurance on private 
passenger nonfleet automobiles individually owned and used for 
personal or family needs. 

(2) In addition to any other requirements of law, the commissioner 
may by rules specify which policies, other than those described in 
subdivision (b)(1) of this section, shall comply with subsection (a) of this 
section. The dates, if any, established by the commissioner for compli- 
ance may not be less than forty-eight (48) months from June 17, 1981, 
or twenty-four (24) months from the effective date of the rule establish- 
ing the dates, whichever is later. 


History. Acts 1981, No. 517, §§ 5, 6; substituted “rule” for “regulation” in 
A.S.A. 1947, §§ 66-5805, 66-5806; Acts (b)(1)(A); and substituted “rules” for 
BOTISING. S10, 6 2120: “regulations” in (b)(2). | 

Amendments. The 2019 amendment 


SUBCHAPTER 4 — PrEscrIPTION Druc PAPERWORK SIMPLIFICATION 


SECTION. | 
23-80-409. Enabling clause. 


23-80-409. Enabling clause. 


The Insurance Commissioner shall promulgate rules necessary to 
implement this subchapter and shall look for guidance to the standards 
and implementation guides produced by the National Council for 
Prescription Drug Programs. 


History. Acts 2001, No. 1409, § 9; Amendments. The 2019 amendment 
2019, No. 315, § 2726. substituted “rules” for “regulations”. 


CHAPTER 81 
LIFE INSURANCE POLICIES AND ANNUITIES 


SUBCHAPTER. 
1. GENERAL PROVISIONS. 
2. STANDARD NONFORFEITURE Law For Lire INSURANCE. 
3. STANDARD NONFORFEITURE Law For InpivipuaL DEFERRED ANNUITIES. 
. 4, VARIABLE CONTRACTS. 
9. UNcLAIMED Lire INsuRANCE Benefits ACT. 
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SUBCHAPTER 1 — GENERAL PROVISIONS 


SECTION. 

23-81-137. Requirements to change des- 
ignated or named benefi- 
ciary of life insurance 
policy or annuity contract 
— Prohibition. 


23-81-137. Requirements to change designated or named ben- 
eficiary of life insurance policy or annuity contract 
— Prohibition. 


A designated or named beneficiary of a life insurance policy or 
annuity contract: 

(1) Can be changed according to the terms of the life insurance policy 
or annuity contract; and 

(2) Cannot be changed in a will. 


History. Acts 2021, No. 925, § 1. 
SUBCHAPTER 2 — STANDARD NONFORFEITURE Law For LiFe INSURANCE 


SECTION. SECTION. 


23-81-201. Title. after operative date of 
23-81-209. Calculation of adjusted premi- § 23-81-213(d). 
ums and present values — 23-81-210. Calculation of future adjusted 
All policies issued on or premiums. 


23-81-201. Title. 


This subchapter shall be known and may be cited as the “Standard 
Nonforfeiture Law for Life Insurance”. 


History. Acts 1959, No. 148, § 336; A.S.A. 1947, § 66-3327; Acts 2015, No. 
1977, No. 550, § 1; 1981, No. 535, § 2; 1223, § 32. 


23-81-209. Calculation of adjusted premiums and present val- 
ues — All policies issued on or after operative date 
of § 23-81-213(d). 


(a)(1) This section shall apply to all policies issued on or after the 
operative date of § 23-81-213(d) as defined therein. 

(2) Except as provided in subsection (g) of this section, the adjusted 
premiums for any policy shall be calculated on an annual basis and 
shall be the uniform percentage of the respective premiums specified in 
the policy for each policy year, excluding: 

(A) Amounts payable as extra premiums to cover impairments or 
special hazards; and 

(B) Any uniform annual contract charge or policy fee specified in 
the policy in a statement of the method to be used in calculating the 
cash surrender values and paid-up nonforfeiture benefits, that the 


119 | LIFE INSURANCE POLICIES AND ANNUITIES 23-81-209 


present value, at the date of issue of the policy, of all adjusted 

premiums shall be equal to the sum of: 

(i) The then-present value of the future guaranteed benefits pro- 
vided for by the policy; 

(ii) One percent (1%) of either the amount of insurance, if the 
insurance is uniform in amount, or the average amount of insurance 
at the beginning of each of the first ten (10) policy years; and 

(ii) One hundred twenty-five percent (125%) of the nonforfeiture 
net level premium as defined in this section. 

(3) However, in applying the percentage specified in subdivision 
(a)(2)(B)(@ii) of this section, no nonforfeiture net level premium shall be 
deemed to exceed four percent (4%) of either the amount of insurance, 
if the insurance is uniform in amount, or the average amount of 
insurance at the beginning of each of the first ten (10) policy years. 

(4) The date of issue of a policy for the purpose of this subchapter 
shall be the date as of which the rate age of the insured is determined. 

(b) The nonforfeiture net level premium shall be equal to the present 
value, at the date of issue of the policy, of the guaranteed benefits 
provided for by the policy divided by the present value, at the date of 
issue of the policy, of an annuity of one (1) per annum, payable on the 
date of issue of the policy and on each anniversary of the policy on which 
a premium falls due. 

(c) In the case of policies which cause on a basis guaranteed in the 
policy unscheduled changes in benefits or premiums, or which provide © 
an option for changes in benefits or premiums other than a change toa 
new policy, the adjusted premiums and present values shall initially be 
calculated on the assumption that future benefits and premiums do not 
change from those stipulated at the date of issue of the policy. At the 
time of any change in the benefits or premiums, the future adjusted 
premiums, nonforfeiture net level premiums, and present values shall 
be recalculated on the assumption that future benefits and premiums 
do not change from those stipulated by the policy immediately after the 
change. 

(d) Except as otherwise provided in subsection (g) of this section, the 
recalculated future adjusted premiums for any policy shall be a uniform 
percentage of the respective future premiums specified in the policy for 
each policy year, excluding amounts payable as extra premiums to cover 
impairments and special hazards, and also excluding any uniform 
annual contract charge or policy fee specified in the policy in a 
statement of the method to be used in calculating the cash surrender 
values and paid-up nonforfeiture benefits, that the present value, at the 
time of change to the newly defined benefits or premiums, of all future 
adjusted premiums shall be equal to the excess of: 

(1) The sum of the then-present value of the then-future guaranteed 
benefits provided for by the policy and the additional expense allow- 
ance, if any; over 

(2) The then-cash surrender value, if any, or present value of any 
paid-up nonforfeiture benefit under the policy. 
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(e) The additional expense allowance, at the time of the change to the 
newly defined benefits or premiums, shall be the sum of: 

(1) One percent (1%) of the excess, if positive, of the average amount 
of insurance at the beginning of each of the first ten (10) policy years 
subsequent to the change over the average amount of insurance prior to 
the change at the beginning of each of the first. ten (10) policy years 
subsequent to the time of the most recent previous change, or, if there 
has been no previous change, the date of issue of the policy; and 

(2) One hundred twenty-five percent (125%) of the increase, if 
positive, in the nonforfeiture net level premium. 

(f) The recalculated nonforfeiture net level premium shall be equal to 
the result obtained by dividing subdivisions (d)(1) and (2) of this section 
when: 

(1) Subdivision (d)(2) of this section equals the sum of: 

(A) The nonforfeiture net level premium applicable prior to the 
change multiplied by the present value of an annuity of one (1) per 
annum payable on each anniversary of the policy on or subsequent to 
the date of the change on which a premium would have fallen due had 
the change not occurred; and 

(B) The present value of the increase in future guaranteed benefits 
provided by the policy; 

(2) Subdivision (d)(2) of this section equals the present value of an 
annuity of one (1) per annum payable on each anniversary of the policy 
on or subsequent to the date of change on which a premium falls due. 

(g) Notwithstanding any other provisions of this section to the 
contrary, in the case of a policy issued on a substandard basis which 
provides reduced graded amounts of insurance so that, in each policy 
year, the policy has the same tabular mortality cost as an otherwise 
similar policy issued on the standard basis which provides higher 
uniform amounts of insurance, adjusted premiums and present values 
for the substandard policy may be calculated as if it were issued to 
provide higher uniform amounts of insurance on the standard basis. 

(h)(1) All adjusted premiums and present values referred to in this 
subchapter shall: 

(A) For all policies of ordinary insurance, be calculated on the basis 
of the Commissioner’s 1980 Standard Ordinary Mortality Table or at 
the election of the insurer for any one (1) or more specified plans of 
life insurance, the Commissioner’s 1980 Standard Ordinary Mortal- 
ity Table with Ten-Year Select Mortality Factors; 

(B) For all policies of industrial insurance, be calculated on the 
basis of the Commissioner’s 1961 Standard Industrial Mortality 
Table; and — 

(C) For all policies issued in a particular calendar year, be calcu- 
lated on the basis of a rate of interest not exceeding the nonforfeiture 
interest rate as defined in this section, for policies issued in that 
calendar year. 

(2) However: 

(A) At the option of the insurer, calculations for all policies issued 
in a particular calendar year may be made on the basis of a rate of 


{21 LIFE INSURANCE POLICIES AND ANNUITIES 23-81-209 


interest not exceeding the nonforfeiture interest rate, as defined in 
this subchapter, for policies issued in the immediately preceding 
calendar year; 

(B) Under any paid-up nonforfeiture: benefit, including any 
paid-up dividend additions, any cash surrender value available 
whether or not required by § 23-81-203 shall be calculated on the 
basis of the mortality table and rate of interest used in determining 
the amount of the paid-up nonforfeiture benefit and paid-up dividend 
additions, if any; 

(C) An insurer may calculate the amount of any guaranteed 
paid-up nonforfeiture benefit including any paid-up additions under 
the policy on the basis of an interest rate no lower than that specified 
in the policy for calculating cash surrender values; 

(D) In calculating the present value of any paid-up term insurance 
with accompanying pure endowment, if any, offered as a nonforfei- 
ture benefit, the rates of mortality assumed may be not more than 
those shown in the Commissioner’s 1980 Extended Term Insurance 
Table for policies of ordinary insurance and not more than the 
Commissioner’s 1961 Industrial Extended Terms Insurance Table for 
policies of industrial insurance; 

(EZ) For insurance issued on a substandard basis, the calculation of 
any adjusted premiums and present values may be based on appro- 
priate modifications of the aforementioned tables; 

(F)G) For a policy issued before the operative date of the valuation 
manual, any Commissioner’s Standard Ordinary Mortality Table, 
adopted after 1980 by the National Association of Insurance Com- 
missioners, that is approved by rule promulgated by the Insurance 
Commissioner for use in determining the minimum nonforfeiture 
standard may be substituted for the 1980 Commissioner’s Standard 
Ordinary Mortality Table with or without Ten-Year Select Mortality 
Factors or for the 1980 Commissioner’s Extended Term Insurance 
Table. 

(ii) For a‘ policy issued on or after the operative date of the 
valuation manual, the valuation manual shall provide the Commis- 
sioner’s Standard Ordinary Mortality Table for use in determining 
the minimum nonforfeiture standard that may be substituted for the 
1980 Commissioner’s Standard Ordinary Mortality Table with or 
without Ten-Year Select Mortality Factors or for the 1980 Commis- 
sioner’s Extended Term Insurance Table. 

(iii) If the Insurance Commissioner approves by rule any Commis- 
sioner’s Standard Ordinary Mortality Table adopted by the National 
Association of Insurance Commissioners for use in determining the 
minimum nonforfeiture standard for policies issued on or after the 
operative date of the valuation manual, then that minimum nonfor- 
feiture standard shall supersede the minimum nonforfeiture stan- 
dard provided by the valuation manual; 

(G)Gi) For a policy issued before the operative date of the valuation 
manual, any Commissioner’s Standard Industrial Mortality Table, 
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adopted after 1980 by the National Association of Insurance Com- 
missioners, that is approved by rule promulgated by the Insurance 
Commissioner for use in determining the minimum nonforfeiture 
standard may be substituted for the 1961 Commissioner’s Standard 
Industrial Mortality Table or the 1961 Commissioner’s Industrial 
Extended Term Insurance Table. 

(ii) For a policy issued on or after the operative date of the 
valuation manual, the valuation manual shall provide the Commis- 
sioner’s Standard Industrial Mortality Table for use in determining 
the minimum nonforfeiture standard that may be substituted for the 
1961 Commissioner’s Standard Industrial Mortality Table or the 
1961 Commissioner’s Industrial Extended Term Insurance Table. 

(iii) If the Insurance Commissioner approves by rule any Commis- 
sioner’s Standard Industrial Mortality Table adopted by the National 
Association of Insurance Commissioners for use in determining the 
minimum nonforfeiture standard for policies issued on or after the 
operative date of the valuation manual, then that minimum nonfor- 
feiture standard supersedes the minimum nonforfeiture standard 
provided by the valuation manual; 

(H)G) For a policy issued before the operative date of the valuation 
manual, the nonforfeiture interest rate per annum for any policy 
issued in a particular calendar year shall be equal to one hundred 
twenty-five percent (125%) of the calendar year statutory valuation 
interest rate for the policy as defined in this subchapter, rounded to 
the nearest one-quarter of one percent (0.25%), provided the nonfor- 
feiture interest rate shall not be less than four percent (4%). 

(ii) For a policy issued on and after the operative date of the 
valuation manual, the nonforfeiture interest rate per annum for any 
policy issued in a particular calendar year shall be provided by the 
valuation manual; and 

(1) Notwithstanding any other provision in this code to the con- 
trary, any refiling of nonforfeiture values or their methods of compu- 
tation for any previously approved policy form which involves only a 
change in the interest rate or mortality table used to compute 
nonforfeiture values shall not require refiling of any other provisions 
of that policy form. 


History. Acts 1959, No. 148, § 336; Amendments. The 2019 amendment 
1981, No. 535, § 2; A.S.A. 1947, § 66- substituted “rule” for “regulation” in 
3327; Acts 2015, No. 1223, §§ 33-35; 2019, (h)(2)(F)G); and substituted “rules” for 
No. 315, $$ 27273 2/20. “regulations” in (h)(2)(G)(i). 


23-81-210. Calculation of future adjusted premiums. 


(a) In the case of any plan of life insurance which provides for future 
premium determination, the amounts of which are to be determined by 
the insurer based on then estimates of future experience, or in the case 
of any plan of life insurance which is of such a nature that minimum 
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values cannot be determined by the methods described in §§ 23-81-203 
— 23-81-209: 

(1) The Insurance Commissioner must be satisfied that the benefits 
provided under the plan are substantially as favorable to policyholders 
and insureds as the minimum benefits otherwise required by §§ 23- on 
203 — 23-81-209; 

(2) The commissioner must be satisfied that the benefits and tie 
pattern of premiums of that plan are not such as to mislead prospective 
policyholders or insureds; and 

(3) The cash surrender values and paid-up nonforfeiture benefits 
provided by the plan must not be less than the minimum values and 
benefits required for the plan computed by a method consistent with the 
principles of this subchapter, as determined by rules promulgated by 
the commissioner. | 

(b). Notwithstanding any other provision in the laws of the state, any 
policy, contract, or certificate providing life insurance under any plan 
must be affirmatively approved by the commissioner before it can be 
marketed, issued, delivered, or used in this state. 


History. Acts 1959, No. 148, § 336; Amendments. The 2019 amendment 
1981, No. 535, § 2; A.S.A. 1947, § 66- substituted “rules” for “regulations” in 
3327; Acts 2019, No. 315, § 2729. (a)(3). 


SUBCHAPTER 3 — STANDARD NONFORFEITURE Law For INDIVIDUAL 
DEFERRED ANNUITIES 


SECTION. 
23-81-304. Minimum values. 
23-81-313. Rules. 


23-81-304. Minimum values. 


(a)(1) Prior to July 15, 2006, a company may elect to comply with the 

provisions of: | 
(A) Subsections (b) and (c) of this section: or 
(B) Subsections (d)-(f) of this section. 

(2) On and after July 15, 2006, all companies shall comply with the 
provisions of subsections (d)-(f) of this section. 

(b) The minimum values as specified in §§ 23-81-305 — 23-81-308 
and 23-81-310 of any paid-up annuity, cash surrender, or death benefits 
available under an annuity contract shall be based upon minimum 
nonforfeiture amounts as defined in this subchapter. 

(c)(1)(A) With respect to contracts providing for flexible consider- 
ations, the minimum nonforfeiture amount at any time at or prior to 
the commencement of any annuity payments shall be equal to an 
accumulation up to such time at a rate of interest of one and one-half 
percent (1.5%) per annum of percentages of the net considerations 
paid prior to the time, decreased by the sum of: 
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(i) Any prior withdrawals from or partial surrenders of the con- 
tract accumulated at a rate of interest of one and one-half percent 
(1.5%) per annum; and 

(ii) The amount of any indebtedness to the insurer on the contract, 
including interest due and accrued and increased by any existing 
additional amounts credited by the insurer to the contract. 

(B)(i) The net considerations for a given contract year used to 
define the minimum nonforfeiture amount shall be an amount not 
less than zero (0) and shall be equal to the corresponding gross 
considerations credited to the contract during that contract year less 
an annual contract charge of thirty dollars ($30.00) and less a 
collection charge of one dollar and twenty-five cents ($1.25) per 
consideration credited to the contract during that contract year. 

(ii) The percentages of net considerations shall be sixty-five per- 
cent (65%) of the net consideration for the first contract year and 
eighty-seven and one-half percent (87.5%) of the net considerations 
for the second and later contract years. 

(iii) Notwithstanding the provisions of subdivision (c)(1)(B)@i) of 
this section, the percentage shall be sixty-five percent (65%) of the 
portion of the total net consideration for any renewal contract year 
that exceeds by not more than two (2) multiplied by the sum of those 
portions of the net considerations in all prior contract years for which 
the percentage was sixty-five percent (65%). 

(2) With respect to contracts providing for fixed scheduled consider- 
ations, minimum nonforfeiture amounts shall be calculated on the 
assumption that considerations are paid annually in advance and shall 
be defined as for contracts with flexible considerations that are paid 
annually, with two (2) exceptions: 

(A) The portion of the net consideration for the first contract year 
to be accumulated shall be the sum of sixty-five percent (65%) of the 
net consideration for the first contract year plus twenty-two and 
one-half percent (22.5%) of the excess of the net considerations for the 
first contract year over the lesser of the net considerations for the 
second and third contract years; and 

(B) The annual contract charge shall be the lesser of thirty dollars 
($30.00) or ten percent (10%) of the gross annual consideration. 

(3) With respect to contracts providing for a single consideration, 
minimum nonforfeiture amounts shall be defined as for contracts with 
flexible considerations, except that the percentage of net consideration 
used to determine the minimum nonforfeiture amount shall be equal to 
ninety percent (90%) and the net consideration shall be the gross 
consideration less a contract charge of seventy-five dollars ($75.00). 

(d) On and after July 15, 2006, the minimum values as specified in 
§§ 23-81-305 — 23-81-308 and 23-81-310 of any paid-up annuity, cash 
surrender, or death benefits available under an annuity contract shall 
be based upon minimum nonforfeiture amounts as defined in subsec- 
tions (e) and (f) of this section. 

(e)(1)(A) The minimum nonforfeiture amount at any time at or prior 

to the commencement of any annuity payments shall be equal to an 
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accumulation up to such time at a rate of interest as indicated in 

subdivisions (e)(2) and (3) of this section of the net considerations 

paid prior to the time, decreased by the sum of: 

(i) Any prior withdrawals from or partial surrenders of the con- 
tract accumulated at a rate of interest as indicated in subdivisions 
(e)(2) and (3) of this section; 

(ii) An annual contract charge of fifty dollars ($50.00) accumulated 
at a rate of interest as indicated in subdivisions (e)(2) and (8) of this 
section; 

Gi) Any premium tax paid by the company for the contract 
accumulated at a rate of interest as indicated in subdivisions (e)(2) 
and (3) of this section; and 

(iv) The amount of an indebtedness to the insurer on the contract, 
including interest due and accrued. 

(B) The net considerations for a given contract year used to define 
the minimum nonforfeiture amount shall be an amount equal to 
eighty-seven and one-half percent (87.5%) of gross considerations 
credited to the contract during that contract year. 

(2) The interest rate used in determining minimum nonforfeiture 
amounts shall be an annual rate of interest equal to the lesser of: 

(A) Three percent (3%) per annum; or 

(B) The following rate, which shall be specified in the contract if 
the interest rate is reset: 

(i) The five-year Constant Maturity Treasury Rate reported by the 
Federal Reserve System as of a date or average over a period rounded 
to the nearest one-twentieth of one percent (.05%) that is specified in 
the contract no longer than fifteen (15) months before the contract 
issue date or redetermination date under subdivision (e)(3) of this 
section, reduced by one hundred twenty-five (125) basis points; and 

(ii) The resulting interest rate shall not be less than fifteen- 
hundredths of one percent (0.15%). 

(3)(A) The interest rate under subdivision (e)(2) of this section shall 

apply for an initial period and may be redetermined for additional 

periods. 

(B)G) The redetermination date, basis, and period, if any, shall be 
stated in the contract. 

(ii) The basis is the date or average over a specified period that 
produces the value of the five-year Constant Maturity Treasury Rate 
to be used at each redetermination date. 

(f)(1) During the period or term that a contract provides substantive 
participation in an equity indexed benefit, it may increase the reduction 
described in subdivisions (e)(2) and (3) of this section by up to an 
additional one hundred (100) basis points to reflect the value of the 
equity index benefit. 

(2) The present value of the additional reduction at the contract 
issue date and at each redetermination date shall not exceed the 
market value of the benefit. 
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(3)(A) The Insurance Commissioner may require a demonstration 
that the present value of the additional reduction does not exceed the 
market value of the benefit. 

(B) If no demonstration is acceptable to the commissioner, the 
commissioner may disallow or limit the additional reduction. 

(g) The commissioner may adopt rules to implement the provisions of 
subsection (d) of this section and to provide for further adjustments to 
the calculation of minimum nonforfeiture amounts for contracts that 
provide substantive participation in an equity index benefit and for. 
other contracts for which the commissioner determines adjustments 
are justified. 


History. Acts 1981, No. 492,§ 1;A.S.A. Amendments. The 2021 amendment 
1947, § 66-3327.1; Acts 2003, No. 669, substituted “fifteen-hundredths of one 
§ 1; 2005, No. 506, § 42; 2005, No. 1962, percent (0.15%)” for “one percent (1%)” in 
§ 122; 2021, No. 590, § 1. (e)(2)(B)Gi); and made a stylistic change. 


23-81-313. Rules. 


The Insurance Commissioner may adopt rules to implement the 
provisions of this subchapter. . 


History. Acts 2005, No. 506, § 43; deleted “and regulations” following “rules” 
2019, No. 315, § 2730. in the section heading and the text. 
Amendments. The 2019 amendment 


SUBCHAPTER 4 — VARIABLE CONTRACTS 


SECTION. 
23-81-402. Provisions for allocation of in- 
come. 


23-81-402. Provisions for allocation of income. 


A domestic life insurance company may establish one (1) or more 
separate accounts and may allocate thereto amounts including, without 
limitation, proceeds applied under optional modes of settlement or 
under dividend options to provide for life insurance or annuities, and 
benefits incidental thereto, payable in fixed or variable amounts, or 
subject to a market value adjustment as provided in rules adopted by 
the Insurance Commissioner, subject to the following: 

(1) The income, gains, and losses, realized or unrealized, from assets 
allocated to a separate account shall be credited to or charged against 
the account without regard to other income, gains, or losses of the 
company or to any other separate account of the company; 

(2) Except as may be provided with respect to reserves for guaran- 
teed benefits and funds referred to in subdivision (3) of this section, 
amounts allocated to any separate account and accumulations thereon 
may be invested and reinvested without regard to any requirements or 
limitations prescribed by the laws of this state governing the invest- 
ments of life insurance companies. The investments in the separate 


127 LIFE INSURANCE POLICIES AND ANNUITIES 23-81-402 


accounts shall not be considered when applying the investment limita- 
tions otherwise applicable to the investments of the company; 

(3) Except with the approval of the commissioner and under such 
conditions as to investments and other matters as the commissioner 
may prescribe which shall recognize the guaranteed nature of the 
benefits provided, reserves for benefits guaranteed as to dollar amount 
and duration and funds guaranteed as to principal amount or stated 
rate of interest shall not be maintained in a separate account; 

(4)(A) Unless otherwise approved by the commissioner, assets allo- 
cated to a separate account shall be valued at their market value on 
the date of valuation, with the exception of separate accounts 
supporting modified guaranteed annuities which shall be valued as 
provided in such rules as the commissioner shall adopt, or, if there is 
no readily available market, then as provided under the terms of the 
contract or the rules or other written agreement applicable to the 
separate account. 

(B) However, unless approved by the commissioner, the portion of 
any of the assets of the separate account equal to the company’s 
reserve liability with regard to the guaranteed benefits and funds 
referred to in subdivision (3) of this section shall be: valued in 
accordance with the rules otherwise applicable to the company’s 
assets; : 

(5)(A) Amounts allocated to a separate account in the exercise of the 

power granted by this subchapter shall be owned by the company. 

The company shall not be, nor hold itself out to be, a trustee with 

respect to the amounts. 

(B)(i) If and to the extent so provided under the applicable con- 
tracts, that portion of the assets of any such separate account equal 
to the reserves and other contract liabilities with respect to the 
account shall not be chargeable with liabilities arising out of any 
other business the company may conduct. 

(ii) However, in no event shall the assets in a separate account for 

support of modified guaranteed annuity contracts subject to a market 
adjustment as provided in this section be immune from liabilities 
arising out of any other business the company conducts; 
(6)(A) No sale, exchange, or other transfer of assets may be made by 
a company between any of its separate accounts or between any other 
investment account and one (1) or more of its separate accounts 
unless, in case of a transfer into a separate account, the transfer is 
made solely to establish the account or to support the operation of the 
contracts with respect to the separate account to which the transfer 
is made, and unless such a transfer, whether into or from a separate 
account, is made by a transfer of cash or by a transfer of securities 
having a readily determinable market value, provided that the 
transfer of securities is approved by the commissioner. 

(B) The commissioner may approve other transfers among ac- 
counts if, in the commissioner’s opinion, the transfers would not be 
inequitable; and 
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(7) To the extent the company deems it necessary to comply with any 
applicable federal or state laws, the company, with respect to any 
separate account, including, without limitation, any separate account 
which is a management investment company or a unit investment 
trust, may provide for persons having an interest therein appropriate 
voting and other rights and special procedures for the conduct of the 
business of the account, including, without limitation, special rights 
and procedures relating to investment policy, investment advisory 
services, selection of independent public accountants, and the selection 
of a committee, the members of which need not be otherwise affiliated 


with the company, to manage the business of the account. 


History. Acts 1975, No. 728, § 1;A.S.A. 
1947, § 66-3337; Acts 1993, No. 901, § 41; 
2019, No. 315, § 2731. 


Amendments. The 2019 amendment 
deleted “and regulations” following “rules” 
in the introductory language and in (4)(A). 


SUBCHAPTER 7 — STRUCTURED SETTLEMENT PROTECTION ACT 


23-81-702. Definitions. 


CASE NOTES 


Interested Parties. 

Even though they were not parties to a 
case, an insurer and obligor had standing 
to appeal an order relating to a structured 
settlement agreement because they were 
clearly interested parties under this sec- 


tion; the agreement provided that a com- 
pany was paid a sum of money to fund 
periodic payments through the purchase 
of an annuity. Metro. Life Ins. Co. v. 
B.J.L.Y., LLC, 2016 Ark. App. 201, 489 
S.W.3d 210 (2016). 


23-81-704. Approval of transfers of structured settlement pay- 


ment rights. 


CASE NOTES 


Violation. 

Transfer of periodic payments from a 
structured settlement agreement violated 
the Structured Settlement Protection 
Act’s prohibition on dividing periodic pay- 
ments between the payee of a structured 
settlement agreement and a transferee of 


periodic payments; the order directed the 
payment of the entire sum to an assignee 
and instructed the assignee to distribute 
the payee’s share. Metro. Life Ins. Co. v. 
B.J.L.Y., LLC, 2016 Ark. App. 201, 489 
S.W.3d 210 (2016). 


23-81-705. Effects of transfer of structured settlement payment 


rights. 


CASE NOTES 


Violation. 

Transfer of periodic payments from a 
structured settlement agreement violated 
the Structured Settlement: Protection 
Act’s prohibition on dividing periodic pay- 


ments between the payee of a structured 
settlement agreement and a transferee of 
periodic payments; the order directed the 
payment of the entire sum to an assignee 
and instructed the assignee to distribute 
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the payee’s share. Metro. Life Ins. Co. v. 
B.J.L.Y., LLC, 2016 Ark. App. 201, 489 
S.W.3d 210 (2016). 
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23-81-706. Procedure for approval of transfers. 


CASE NOTES 


Interested Parties. 

Even though they were not parties to a 
case, an insurer and obligor had standing 
to appeal an order relating to a structured 
settlement agreement because they were 
clearly interested parties under § 23-81- 


702; the agreement provided that a com- 
pany was paid a sum of money to fund 
periodic payments through the purchase 
of an annuity. Metro. Life Ins. Co. v. 
B.J.L.Y., LLC, 2016 Ark. App. 201, 489 
S.W.3d 210 (2016). 


SUBCHAPTER 9 — UNCLAIMED LiFe INSURANCE BeEneErits Act 


SECTION. 
23-81-901. Title. 

23-81-902. Legislative intent. 
23-81-9038. Definitions. 


Publisher’s Notes. Acts 2015, No. 905, 
§ 2, provided: “Section 1 of this act is 


23-81-9001. Title. 


SECTION. 
23-81-904. Insurer conduct. 
23-81-905. Unfair trade practices. 


applicable to policies issued after June 30, 
2016.” 


This subchapter shall be known and may be cited as the “Unclaimed 


Life Insurance Benefits Act”. 


History. Acts 2015, No. 905, § 1. 
Publisher’s Notes. Acts 2015, No. 905, 
§ 2, provided: “Section 1 of this act is 


23-81-902. Legislative intent. 


applicable to policies issued after June 30, 
2016.” 


The General Assembly intends for this subchapter to: 

(1) Recognize the escheat or unclaimed property statutes under the 
Unclaimed Property Act, § 18-28-201 et seq.; and 

(2) Require the complete and proper disclosure, transparency, and 
accountability for any method of payment of death benefits under a life 
insurance policy that is subject to regulation by the State Insurance 


Department. 


History. Acts 2015, No. 905, § 1. 
Publisher’s Notes. Acts 2015, No. 905, 
§ 2, provided: “Section 1 of this act is 


applicable to policies issued after June 30, 
2016.” 
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23-81-903. Definitions. 


As used in this subchapter: 

(1)(A) “Contract” means an annuity contract. 

(B) “Contract” does not include: | 

(i) An annuity contract used to fund an employment-based retire- 
ment plan or program in which an insurer: 

(a) Does not perform recordkeeping services; or 

(b) Is not required to pay death benefits to the beneficiaries of a 
specific plan participant by terms of the annuity contract; or ; 

(ii) An annuity used to fund a funeral or related expenses or a 
prepaid funeral benefits contract; 
(2) “Death master file’ means a comprehensive database or source of 

death information used to verify the death of an individual maintained 
by the Division of Vital Records, the Social Security Administration, or 
other database or service; 

(3) “Death master file match” means locating a Social Security 
number or the name and date of birth of an insured, annuity owner, or 
retained asset account holder in a search of a death master file; 

(4) “Knowledge of death” means: 

(A) Receipt of an original or valid copy of a death certificate issued 
by the state or a political subdivision of the state; or 

(B) A death master file match validated by an insurer under 
§ 23-81-904(c)(1)(A); 

(5)(A) “Policy” means a policy or certificate of life insurance issued in 

this state that provides a death benefit. 

(B) “Policy” does not include: 

(i) A policy or certificate of life insurance that provides a death 
benefit under: 

(a) A defined employee benefit pension plan, as defined in section 
3(35) of the Employee Retirement Income Security Act of 1974, Pub. 
L. No. 93-406; or . 

(b) Any federal employee benefit program; 

(ii) A policy or certificate of life insurance that is used to fund a 
funeral or related expenses or a prepaid funeral benefits contract; 

(iii) A policy or certificate of credit life or accidental death insur- 
ance; or 

(iy) A policy issued to a group master policyholder for which ihe 
insurer does not provide recordkeeping services; 

(6) “Recordkeeping services” means services under a group policy or 
contract between an insurer and a group policy or contract customer to 
obtain, maintain, and administer on behalf of the insured a list of the 
individuals who are insured under a group insurance contract or a line 
of coverage, including an individual’s: 

(A) Social Security number or name and date of birth; 

(B) Beneficiary designation information; 

(C) Coverage eligibility; | 

(D) Benefit amount; and 
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(EK) Premium payment status; and 

(7) “Retained asset account” means a mechanism to deposit the 

settlement of proceeds payable under a policy or contract into a deposit 


account where the proceeds are retained by the insurer or its agent 


under a supplementary contract that only involves death benefits. 


History. Acts 2015, No. 905, § 1; 2017, 
No. 368, §§ 1, 2. 

Publisher’s Notes. Acts 2015, No. 905, 
§ 2, provided: “Section 1 of this act is 
applicable to policies issued after June 30, 
2016.” 

Amendments. The 2017 amendment 
redesignated the former introductory lan- 


guage in (1)(B) as present (1)(B) and 
(1)(B)@); redesignated former (1)(B)(i) and 
(1)(B)Gi) as (1)(B)G@)(@) and (1)(B)G)(); 
added present (1)(B)(ii); substituted “fu- 
neral or related expenses or a prepaid 
funeral benefits contract” for “preneed fu- 
neral contract or prearrangement” in 
(5)(B)(Gi); and made stylistic changes. 


23-81-904. Insurer conduct. 


(a) An insurer shall make a good faith effort to determine the death 
of an insured upon receipt of knowledge of death. 

(b)(1) An insurer shall compare an in-force policy, contract, and 
retained asset account against a death master file to identify a potential 
match to an insured covered under the policy, contract, and retained 
asset account by using the full version of the death master file. 

(2) An insurer shall perform the comparison under subdivision (b)(1) 
of this section semiannually by using the death master file update. 

(c)(1) For a potential match that is identified as a result of a death 
master file match, the insurer shall within ninety (90) days of a death 
master file match: 

(A) Make and document a good faith effort to confirm the death of 
the insured or retained asset account holder against other available 
records and information; 

(B) Determine if death benefits are due under an applicable policy 
or contract; and 

(C) If death benefits are due under the applicable policy or con- 
tract: 

(i) Make a good faith effort to document and locate any beneficiary 
or beneficiaries; and 

(ii) Provide the beneficiary or beneficiaries the necessary claim 
form or instructions to make a claim under the policy or contract, 
including submitting a death certificate issued by the state or any 
political subdivision of the state if required under the policy or 
contract. 

(2) If an insurer is unable to confirm the death of an individual under 
subdivision (c)(1) of this section, the policy, annuity, or retained asset 
account may be considered by an insurer to be in force according to the 
terms of the policy, annuity, or retained asset account. - 

(3) An insurer is required to confirm a possible death of an insured 
under a group life insurance if the insurer maintains for an individual 
covered under a policy or certificate an insured’s: 

(A) Social Security number or name and date of birth; 
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(B) Beneficiary designation information; 
(C) Coverage eligibility; 

(D) Benefit amount; and 

(EZ) Premium payment status. 

(4) To the extent permitted by law, an insurer may disclose the 
necessary personal information about an insured or beneficiary to a 
person who the insurer reasonably believes may be able to assist the 
insurer in locating a beneficiary or a person entitled to payment of the 
claims proceeds. 

(d) An insurer shall not abhor a beneficiary or the beneficiary’s 
authorized representative a fee or charge any costs associated with a 
death master file search or verification of a death master file match 
performed under this section. 

(e)(1) A benefit or any accrued contractual interest under a policy, 
contract, or a retained asset account is payable to the designated 
beneficiary or owner. 

(2) If a beneficiary or owner cannot be found, the benefit or any 
accrued contractual interest shall escheat to the state as unclaimed 
property under the Unclaimed Property Act, § 18-28-201 et seq. 

(3) Interest payable under § 23-81-118 shall not be payable as 
unclaimed property under the Unclaimed Property Act, § 18-28-201 et 
seq. 

(f) An insurer shall notify the Auditor of State upon the expiration of 
the statutory time period for escheat that: 

(1) A beneficiary under a life insurance policy, contract, or retained 
asset account holder has not submitted a claim with the insurer; and 

(2) The insurer has complied with subsection (b) of this section and 
has documented its good faith effort to locate and notify a beneficiary or 
retained asset account holder but has been unsuccessful. 

(g) Upon delivery of a notice under subsection (f) of this section, an 
insurer shall submit immediately any unclaimed benefits under a 
policy, contract, or retained asset account, plus any applicable interest, 
to the Auditor of State. 


History. Acts 2015, No. 905, § 1. applicable to policies issued after June 30, 
-Publisher’s Notes. Acts 2015, No.905, 2016.” 
§ 2, provided: “Section 1 of this act is 


23-81-905. Unfair trade practices. 


(a) Ifan insurer fails to comply with this subchapter so frequently as 
to be a general business practice, then it is a violation of this subchapter 
and may be subject to the Trade Practices Act, § 23-66-201 et seq. 

(b) A violation of this subchapter does not create a private right of 
action. 
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History. Acts 2015, No. 905, § 1. applicable to policies issued after June 30, 
Publisher’s Notes. Acts 2015, No.905, 2016.” 
§ 2, provided: “Section 1 of this act is 


CHAPTER 83 | 
GROUP LIFE INSURANCE AND ANNUITIES 


SECTION. . 
23-83-107. Restrictions on coverage of 
other groups. 


23-83-107. Restrictions on coverage of other groups. 


Group insurance offered to a resident of this state under a group 
policy issued to a group other than one described in §§ 23-83-102 — 
23-83-106 shall be subject to the following requirements: 

(1) No group policy or certificate shall be delivered in this state 
unless the Insurance Commissioner finds that: 

(A) The issuance of the group policy is not contrary to the best 
interest of the public; 

(B) The issuance of the group policy would be actuarially sound; 

(C) The issuance of the group policy would result in economies of 
acquisition or administration; and | 

(D) The benefits are reasonable in relation to the premiums 
charged; | 

(2) The premium for the policy shall be paid either from the policy- 
holder’s funds or from funds contributed by the covered persons, or from 
both; 

(3) The commissioner may issue rules implementing the require- 
ments of subdivision (1) of this section; and 

(4) An insurer may exclude or limit the coverage on any person as to 
whom evidence of individual insurability is not satisfactory to the 
insurer. 


History. Acts 1981, No. 898, § 7;A.S.A. Amendments. The. 2019 amendment 
1947, § 66-3507; Acts 1987, No. 254, § 1; substituted “rules” for “regulations” in (3). 
2019, No,. 315,43 2732. 


CHAPTER 84 


STANDARD VALUATION LAW FOR LIFE INSURANCE 
i AND ANNUITIES 


SECTION. SECTION. 
23-84-101. Title — Definitions. 23-84-103. Minimum standard for valua- 
23-84-102. Valuation of reserves by In- tion generally. 

surance Commissioner. 23-84-104. Minimum standard for valua- 
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SECTION. SECTION. 
tion — Annuity and pure ture premium determina- 
endowment contracts. tions by life insurers. 
23-84-105. Minimum standard for valua- 23-84-112. Actuarial opinion of reserves 
tion — Interest rates — — Definition. 
Definitions. 23-84-1138. Rules. 
23-84-106. Calculation of reserves gener- 23-84-114. Minimum standard for acci- 
ally. dent and health insurance. 
23-84-108. Calculation of reserves — 23-84-115. Valuation of policy or contract 


Minimum aggregate re- 
serves for certain life in- 


issued on or after opera- 
tive date of the valuation | 


surance policies. manual. 
23-84-109. Calculation of reserves — 23-84-116. Requirements of principle- 
Standards of valuation. based valuation. 
23-84-110. Calculation of reserves—Cer- 23-84-117. Experience reporting. 
tain life insurance policies 23-84-118. Confidentiality — Definition. 
and contracts. 23-84-119. Single-state and small com- 


23-84-111. 


Calculation of reserves — Fu- 


23-84-101. Title — Definitions. 


(a) This chapter shall be known and may be cited as the “Standard 
Valuation Law for Life Insurance and Annuities”. 

(b) As used in this chapter: 

(1) “Accident and health insurance” means: 

(A) A contract that incorporates morbidity risk and provides pro- 
tection against economic loss resulting from accident, sickness, or 
medical conditions; and 

(B) The definition or description of “accident and health insurance” 


pany exemptions. 


specified in the valuation manual; 
(2) “Appointed actuary” means a Gualihed actuary who is ere ta 
in accordance with the valuation manual to prepare the actuarial 


opinion required by § 23-84-112(b); 


(3) “Company” means an entity that has written, issued, or rein- 
sured a policy or contract: 

(A) In this state and has at least one (1) policy or contract in force 
or in claim status; or 

(B) In any state and is required to hold a certificate of authority to 
write a policy or contract in this state; 
(4) “Deposit-type contract” means: 

(A) A contract that does not: incorporate mortality or morbidity 
risks; and 

(B) The definition or description of “deposit- -type contract” speci- 
fied in the valuation manual; 
(5) “Life insurance” means: 

(A) A contract that incorporates mortality risk, including annuity 
and pure endowment contracts; and 

(B) The definition or description of “life insurance” specified in the 
valuation manual; 
(6) “Operative date of the valuation manual” means the date if 
approved by the Insurance Commissioner as the date for use under this 
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chapter of the valuation manual or a change to the valuation manual 
that is: 

(A) January 1 of the first calendar year Fallonene the first July 1 as 
of which all of the following have occurred: 

(i) The valuation manual has been adopted by the National Asso- 
ciation of Insurance Commissioners by an affirmative vote of at least 
forty-two (42) members or three-fourths (3/4) of the members voting, 
whichever is greater; 

(ii) The Standard Valuation Law, as amended by the National 
Association of Insurance Commissioners in 2009, or legislation in- 
cluding substantially similar terms and provisions, has been enacted 
by states representing greater than seventy-five percent (75%) of the 
direct premiums written as reported for 2008 for: 

(a) Life, accident, and health annual statements; 

(6) Health annual statements; and 

(c) Fraternal annual statements; and 

Gui) The Standard Valuation Law, as amended by the National 
Association of Insurance Commissioners in 2009, or legislation in- 
cluding substantially similar terms and provisions, has been enacted 
by at least forty-two (42) of the following fifty-five (55) jurisdictions: 
The fifty (50) states of the United States, American Samoa, the Virgin 
Islands of the United States, the District of Columbia, Guam, and 
Puerto Rico; or 

(B) For a change to the valuation manual unless the change to the 
valuation manual specifies a later effective date, January 1 following 
the date when the change to the valuation manual has been adopted 
by the National Association of Insurance Commissioners by an 
affirmative vote representing: 

(i) At least three-fourths: (3/4) of the members of the National 
Association of Insurance Commissioners that vote on the change to 
the valuation manual, but not less than a majority of the total 
membership; and 

(ii) Members of the National Association of Insurance Commis- 
sioners representing jurisdictions totaling greater than seventy-five 
percent (75%) of the direct premiums written as reported in the 
annual statements most recently available before the vote in subdi- 
vision (6)(B)(i) of this section for: 

(a) Life, accident, and health annual statements; 

(b) Health annual statements; and 

(c) Fraternal annual statements; 

(7) “Policy or contract” means life insurance, accident and health 
insurance, or a deposit-type contract; 

(8) “Policyholder behavior” means any action a Anlieusolianl contract 
holder, or any other person with the right to elect options, such as a 
certificate holder, may take under a policy or contract, including 
without limitation lapse, withdrawal, transfer, deposit, premium pay- 
ment, loan, annuitization, or benefit elections prescribed by the policy 
or contract, but excluding events of mortality or morbidity that result in 
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benefits prescribed in their essential aspects by the terms of the policy 
or contract; 

(9) “Principle- based valuation” means a reserve valitation that uses 
one (1) or more methods or one (1) or more assumptions determined by 
the insurer and is required to comply with § 23-84-116 as specified in 
the valuation manual; | 

(10) “Qualified actuary” means an individual who: 

(A) Is qualified to sign the applicable statement of actuarial 
opinion in accordance with the American Academy of Actuaries’ 
qualification standards for actuaries signing such statements; and 

(B) Meets the requirements specified in the valuation manual; 
(11) “Reserve” means the amount set aside by a company to cover all 

future liabilities under the company’s policies or contracts; 

(12) “Tail risk” means a risk that occurs because: 

(A) The frequency of low probability events is higher than expected 
under a normal probability distribution; or 

(B) Observed events of very significant size or magnitude exist; 
and 
(13) “Valuation manual” means the manual of valuation instructions 

adopted by the National Association of Insurance Commissioners that 
is approved for use under this chapter by the commissioner. 


History. Acts 1959, No. 148, § 92; valuation manual under Arkansas Code, 
1981, No. 535, § 1; A.'S.A. 1947, § 66- Title 23, Chapter 84, is the first January 1 
2511; Acts 2015, No. 1223, § 36. ee Or Ue year after eG aiGanen ceualis 

A.C.R.C. Notes. Acts 2015, No. 1223, § effective.” 

26, provided: “The operative date of the 


23-84-102. Valuation of reserves by Insurance Commissioner. 


(a) Except as provided in subdivision (a)(4) of this section, for a policy 
or contract issued before the operative date of the valuation manual: 

(1)(A) The Insurance Commissioner shall annually value, or cause to 

be valued, the reserves for all outstanding life insurance issued by a 

company on or after January 1, 1960, and before the operative date of 

the valuation manual. 

(B) In calculating the reserves, the commissioner may use group 
methods and approximate averages for fractions of a year or other- 
wise; 

(2) In lieu of the valuation of the reserves required by this section of 
any foreign or alien insurer, the commissioner may accept any valua- 
tion made, or caused to be made, by the insurance supervisory official of 
any state or other jurisdiction when that valuation complies with the 
minimum standard provided in this section; 

(3)(A) Sections 23-84-103 — 23-84-111, 23-84-113, and 23-84-114 

apply to a policy or contract issued on or after January 1, 1960, and 

before the operative date of the valuation manual. 

(B) Sections 23-84-115 and 23-84-116 do not apply to a policy or 
contract issued on or after January 1, 1960, and before the operative 
date of the valuation manual; and 
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(4) The minimum standard for the valuation of a policy or contract 
issued before January 1, 1960, is the minimum standard in effect 
immediately before January 1, 1960. 

(b) With regard to a policy or contract issued on or after the operative 
date of the valuation manual: 

(1)(A) The commissioner shall annually value or cause to be valued 

the reserves for all outstanding policies or contracts of a company 

issued on or after the operative date of the valuation manual. 

(B) In lieu of the valuation of the reserves required of a foreign or 
alien company, the commissioner may accept a valuation made or 
caused to be made by the public official or regulatory authority 
responsible for regulating insurance companies of another state or 
jurisdiction if the valuation complies with the minimum standard 
provided by this chapter; and 
(2) Sections 23-84-114 — 23-84- 116 shall apply. 


History. Acts 1959, No. 148, § 92; § 26, provided: “The operative date of the 
1977, No. 551, § 1; 1981, No. 535, § 1; valuation manual under Arkansas Code, 
A.S.A. 1947, § 66-2511; Acts 2015, No. Title 28, Chapter 84, is the first January 1 
1223, § 36. of the year after the valuation manual is 

A.C.R.C. Notes. Acts 2015, No. 1223, effective.” 


23-84-103. Minimum standard for valuation generally. 


(a) Except as provided in §§ 23-84-104, 23-84-1005, and 23-84-114, 
the minimum standard for the valuation of all policies and contracts 
issued prior to the operative date of § 23-81-213(a) shall be provided by 
the laws in effect immediately prior to January 1, 1960. 

(b) Except as otherwise provided in §§ 23-84-104, 23-84-105, and 
23-84-114, the minimum standard for the valuation of all policies and 
contracts issued on or after the operative date of § 23-81-213(a) shall be 
the Insurance Commissioner’s reserve valuation methods defined in 
§§ 23-84-106, 23-84-107, 23-84-110, and 23-84-114, three and one-half 
percent (3.5%) interest, or in the case of policies and contracts, other 
than annuity and pure endowment contracts, five and one-half percent 
(5.5%) interest for single premium life insurance policies and four and 
one-half percent (4.5%) interest for all other policies issued on and after 
March 18, 1977, and the following tables: 

(1) For all ordinary policies of life insurance issued on the standard 
basis, excluding any disability and accidental death benefits in the 
policies: 

(A) The Commissioner’s 1941 Standard Ordinary Mortality Table 
for policies issued prior to the operative date of § 23-81-213(b); 

(B)G) For policies issued on or after the operative date of § 23-81- 
213(b) and prior to the operative date of § 23-81-213(d), the Commis- 
sioner’s 1958 Standard Ordinary Mortality Table. 

(ii) For any category of policies issued on female risks under this 
subdivision (b)(1)(B), all modified net premiums and present values 
referred to in this chapter may be calculated according to an age not 
more than six (6) years younger than the actual age of the insured; or 


23-84-103 | PUBLIC UTILITIES AND REGULATED INDUSTRIES 138 


(C) For policies issued on or after the operative date of § 23-81- 

213(d): 

(i) The Commissioner’s 1980 Standard Ordinary Mortality Table; 
(ii) At the election of the insurer, for any one (1) or more specified | 
plans of life insurance, the Commissioner’s 1980 Standard Ordinary 

Mortality Table with Ten-Year Select Mortality Factors; or 

(iii) Any ordinary mortality table adopted after 1980 by the Na- 
tional Association of Insurance Commissioners that is approved by 
rules promulgated by the commissioner for the use in determining 
the minimum standard of valuation for the policies; 

(2) For industrial life insurance policies issued on the standard 
basis, excluding any disability and accidental death benefits in such 
policies, the Commissioner’s 1941 Standard Industrial Mortality Table 
for policies issued prior to the operative date of § 23-81-213(c) and, for 
policies issued on or after the operative date of § 23-81-213(c), the 
Commissioner’s 1961 Standard Industrial Mortality Table or any 
industrial mortality table adopted after 1980 by the National Associa- 
tion of Insurance Commissioners that is approved by rules promulgated 
by the commissioner for use in determining the minimum standard of 
valuation for the policies; 

(3) For individual annuity and pure endowment contracts, excluding 
any disability and accidental death benefits in the policies, the 1937 
Standard Annuity Mortality Table, or, at the option of the insurer, the 
Annuity Mortality Table for 1949, Ultimate, or any modification. of 
either of these tables approved by the commissioner; 

(4) For group annuity and pure endowment contracts, excluding any 
disability and accidental death benefits in the policies, the Group 
Annuity Mortality Table for 1951, any modification of the table ap- 
proved by the commissioner, or, at the option of the insurer, any of the 
tables or modifications of tables specified for individual annuity and 
pure endowment contracts; 

(5) For total and permanent disability benefits in or supplementary 
to ordinary policies or contracts, for policies or contracts issued on or 
after January 1, 1966, the tables of Period 2 disablement rates and the 
1930 to 1950 termination rates of the 1952 Disability Study of the 
Society of Actuaries, with due regard to the type of benefit, or any tables 
of disablement rates and termination rates adopted after 1980 by the 
National Association of Insurance Commissioners that are approved by 
rule promulgated by the commissioner for use in determining the 
minimum standard of valuation for the policies and, for policies or 
contracts issued on or after January 1, 1961, and prior to January 1, 
1966, either such tables, or, at the option of the insurer, the Class (3) 
Disability Table (1926) and, for policies issued prior to January 1, 1961, 
the Class (3) Disability Table (1926). Any table, for active lives, shall be 
combined with a mortality table permitted for calculating the reserves 
for life insurance policies; 

(6) For accidental death benefits in or supplementary to policies, for 
policies issued on or after January 1, 1966, the 1959 Accidental Death 
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Benefits Table or any accidental death benefits table adopted after 1980 
by the National Association of Insurance Commissioners, that is 
approved by rule promulgated by the commissioner for use in deter- 
mining the minimum standard of valuation for the policies and, for 
policies issued on or after January 1, 1961, and prior to January 1, 
1966, either such table, or, at the option of the insurer, the Inter- 
Company Double Indemnity Mortality Table and, for policies issued 
prior to January 1, 1961, the Inter-Company Double Indemnity Mor- 
tality Table. Either table shall be combined with a mortality table 
permitted for calculating the reserves for life insurance policies; and 

(7) For group life insurance, life insurance issued on the substandard 
basis, and other special benefits, such tables as may be ADELOYSG by the 
commissioner. 


History. Acts 1959, No. 148, § 92; Amendments. The 2019 amendment 
1961, No. 466, § 1; 1965, No. 439, § 1; substituted “rules” for “regulations” in 
1977, No. 551, § 2; 1981, No. 535, § 1; (b)(2); and substituted “rule” for “regula- 
A.S.A. 1947, § 66-2511; Acts 2005, No. tion” in (b)(5) and (b)(6). 

506, § 44; 2015, No. 1223, §§ 37-39; 2019, 
No. 315, §§ 2733, 2734. 


23-84-104. Minimum standard for valuation — Annuity and 
pure endowment contracts. 


(a) Except as provided in § 23-84-105, the minimum standard for 
the valuation of all individual annuity and pure endowment contracts 
issued on or after the operative date of this section and for all annuities 
and pure endowments purchased on or after the operative date under 
group annuity and pure endowment contracts shall be the Insurance 
Commissioner’s reserve valuation methods defined in §§ 23-84-106 and 
23-84-107 and the following tables and interest rates: 

(1) For individual single premium immediate annuity contracts 
excluding any disability and accidental death benefits in the contracts, 
the 1971 Individual Annuity Mortality Table or any individual annuity 
mortality table adopted after 1980 by the National Association of 
Insurance Commissioners and approved by rule promulgated by the 
commissioner for use in determining the minimum standard of valua- 
tion for the contracts, or any modification of these tables approved by 
the commissioner, and seven and one-half percent (7.5%) interest; 

(2) For individual annuity and pure endowment contracts other than 
single premium immediate annuity contracts, excluding any disability 
and accidental death benefits in the contracts, the 1971 Individual 
Annuity Mortality Table or any individual annuity mortality table 
adopted after 1980 by the National Association of Insurance Commis- 
sioners that is approved by rule promulgated by the commissioner for 
use in determining the minimum standard of valuation for the con- 
tracts, or any modification of these tables approved by the commis- 
sioner, and five and one-half percent (5.5%) interest for single premium 
deferred annuity and pure endowment contracts and four and one-half 
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percent (4.5%) interest for all other individual seta and pure 
endowment contracts; and 

(3) For all annuities and pure endowments under sae files annuity and 
pure endowment contracts, excluding any disability and accidental 
death benefits purchased under the contracts, the 1971 Group Annuity 
Mortality Table or any group annuity mortality table adopted after 
1980 by the National Association of Insurance Commissioners that is 
approved by rules promulgated by the commissioner for use in deter- 
mining the minimum standard of valuation for the annuities and pure » 
endowments, or any modification of these tables approved by the 
commissioner, and seven and one-half percent (7.5%) interest. 

(b) After March 18, 1977, any insurer may file with the commissioner 
a written notice of its election to comply with the provisions of this 
section after a specified date before January 1, 1979, which shall be the 
operative date of this section for the insurer. However, an insurer may 
elect a different operative date for individual annuity and pure endow- 
ment contracts from that elected for group annuity and pure endow- 
ment contracts. If an insurer makes no election, the operative date of 
this section for the insurer shall be January 1, 1979. 


History. Acts 1959, No. 148; § 92; Amendments. The 2019 amendment 
1961, No. 466, § 1; 1965, No. 439, § 1; substituted “rule” for “regulation” in (a)(1) 
1977, No. 551, § 2; 1981, No. 535, § 1; and (a)(2); and substituted “rules” for 
A.S.A. 1947, § 66-2511; Acts 2019, No. “regulations” in (a)(3). 

315, § 2735. 


23-84-105. Minimum standard for valuation — Interest rates — 
Definitions. 


(a) APPLICABILITY OF THIS SECTION. The interest rates used in determin- 
ing the minimum standard for the valuation of the following shall be 
the calendar year statutory valuation interest rates as defined in this 
chapter: 

(1) All life insurance policies issued in a particular calendar year, on 
or after the operative date of § 23-81-213(d); 

(2) All individual annuity and pure endowment contracts issued in a 
particular calendar year on or after the operative date of § 23-81- 
213(e); 

(3) All annuities and pure endowments purchased in a particular 
calendar year on or after the operative date of § 23-81-213(e), under 
group annuity and pure endowment contracts; and 

(4) The net increase, if any, in a particular calendar year after the 
operative date of § 23-81-213(e), in amounts held under guaranteed 
interest contracts. 

(b) CaLenpDAR YEAR StatuTORY VALUATION INTEREST RaATEs. 

(1) The calendar year statutory valuation interest rates, I, shall be 
determined as follows and the results rounded to the nearer one- 
quarter of one percent (0.25%): 

(A) For life insurance: 
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W 
1=.03+W(R,-.03)+>(Ry~.09); 


(B) For single premium immediate annuities and for annuity 
benefits involving life contingencies arising from other annuities with 
cash settlement options and from guaranteed interest contracts with 
cash settlement options: 


T=.03+W(R-.03) 


where R, is the lesser of R and .09, R, is the greater of R and .09, R is 
the reference interest rate defined in subsection (d) of this section, and 
W is the weighting factor defined in subsection (c) of this section; 

(C) For other annuities with cash settlement options and guaran- 
teed interest contracts with cash settlement options valued on an 
issue year basis, except as stated in subdivision (b)(1)(B) of this 
section, the formula for life insurance stated in subdivision (b)(1)(A) 
of this section shall apply to annuities and guaranteed interest 
contracts with guaranteed durations in excess of ten (10) years. The 
formula for single premium immediate annuities stated in subdivi- 
sion (b)(1)(B) of this section shall apply to annuities and guaranteed 
interest contracts with guaranteed duration of ten (10) years or less; 

(D) For other annuities with no cash settlement options and for 
guaranteed interest contracts with no cash settlement options, the 
formula for single premium immediate annuities stated in subdivi- 
sion (b)(1)(B) of this section shall apply; and 

(EF) For other annuities with cash settlement options and guaran- 
teed interest contracts with cash settlement options, valued on a 
change in fund basis, the formula for single premium immediate 
annuities stated in subdivision (b)(1)(B) of this section shall apply. 
(2)(A) However, if the calendar year statutory valuation interest rate 
for any life insurance policies issued in any calendar year determined 
without reference to this subdivision (b)(2)(A) differs from the corre- 
sponding actual rate for similar policies issued in the immediately 
preceding calendar year by less than one-half of one percent (0.5%), 
the calendar year statutory valuation interest rate for such life 
insurance policies shall be equal to the corresponding actual rate for 
the immediately preceding calendar year. 

(B) For purposes of applying subdivision (b)(2)(A) of this section, 
the calendar year statutory valuation interest rate for life insurance 
policies issued in a calendar year shall be determined for 1980 by 
using the reference interest rate defined for 1979 and shall be 
determined for each subsequent calendar year regardless of the 
operative date of § 23-81-213(d). 

(c) WeIGHTING Factors. 
(1) The weighting factors referred to in the formulas stated in 
subsection (b) of this section are given in the following tables: 

(A) Weighting Factors for Life Insurance: 
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Guarantee 

Duration Weighting © 
(Years) Factors 
10 or less .50 
More than 10, but not more than 20 45 
More than 20 30 


For life insurance, the guarantee duration is the maximum number of 
years the life insurance can remain in force on a basis guaranteed in 
the policy or under options to convert to plans of life insurance with 
premium rates or nonforfeiture values, or both, which are guaranteed 
in the original policy; 

(B) Weighting factor for single premium immediate annuities and 
for annuity benefits involving life contingencies arising from other 
annuities with cash settlement options and guaranteed interest 
contracts with cash settlement options: 


.80 


(C) Weighting factors for other annuities and for guaranteed 
interest contracts, except as stated in subdivision (c)(1)(B) of this 
section, shall be as specified in tables (i), (ii), and (iii) of this 
subdivision (c)(1)(C), according to the rules and definitions in tables 
(iv) and (v) of this subdivision (c)(1)(C): 

(i) For annuities and guaranteed interest contracts valued on an 
issue-year basis: 


Guarantee Weighting Factor 


Duration for Plan Type 
(Years) A B C 
5 or less: | .80 .60 .50 
More than 5, but not more than £75 .60 .50 
10: 
More than 10, but not more than 

20: .65 .50 45 
More than 20: 45 30 9935 


Gi) For annuities and guaranteed interest contracts valued on a 
change in fund basis, the factors shown in table (i) of this subdivision 
(c)(1)(C) increased by: 


Plan Type 
A B C 
5 Le) As .05 


(iii) For annuities and guaranteed interest contracts valued on an 
issue-year basis, other than those with no cash settlement options 
which do not guarantee interest on considerations received more than 
one (1) year after issue or purchase and for annuities and guaranteed 
interest contracts valued on a change-in-fund basis which do not 
guarantee interest rates on considerations received more than twelve 
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(12) months beyond the valuation date, the factors shown in table (i) of 
this subdivision (c)(1)(C) or derived in table (ii) of this subdivision 
(c)(1)(C) increased by: 


Plan Type 
A B C 
05 05 05 


(iv) For other annuities with cash settlement options and guaran- 
teed interest contracts with cash settlement options, the guaranteed 
duration is the number of years for which the contract guarantees 
interest rates in excess of the calendar year statutory valuation interest 
rate for life insurance policies with guarantee duration in excess of 
twenty (20) years. For other annuities with no cash settlement options 
and for guaranteed interest contracts with no cash settlement options, 
the guarantee duration is the number of years from the date of issue or 
date of purchase to the date annuity benefits are scheduled to com- 
mence; 

(v) Plan type as used in the tables in this subdivision (c)(1)(C) is 

defined as follows: 
Plan Type A: At any time, a policyholder may withdraw funds 
only: 

(a) With an adjustment to reflect changes in interest rates or asset 

values since receipt of the funds by the insurer; 

(6) Without such an adjustment but in installments over five (5) 

years or more; ; 

(c) As an immediate life annuity; or 

(d) No withdrawal permitted; 

Plan Type B: Before expiration of the interest rate guarantee, 
a policyholder may withdraw funds only: 

(a) With adjustment to reflect changes in interest rates or asset 

values since receipt of the funds by the insurer; 

(b) Without such an adjustment but in installments over five (5) 

years or more; or 

(c) No withdrawal permitted. .At the end of interest rate guaran- 

tee, funds may be withdrawn without such an adjustment in a single 
sum or installments over less than five.(5) years; and 
Plan Type C: A policyholder may withdraw funds before 
expiration of interest rate guarantee in a single sum or install- 
ments over less than five (5) years either: 

(a) Without adjustment to reflect changes in interest rates or asset 

values since receipt of the funds by the insurer; or 

(b) Subject only to a fixed surrender charge stipulated in the 

contract as a percentage of the fund. 

(2)(A)G) An insurer may elect to value guaranteed interest contracts 
with cash settlement options and annuities with cash settlement 
options on either an issue-year basis or on a change-in-fund basis. 

(ii) Guaranteed interest contracts with no cash settlement options 

and other annuities with no cash settlement options must be valued 
on an issue-year basis. 
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(B) As used in this chapter: 

(i) “Issue-year basis of valuation” means a valuation basis under 
which the interest rate used to determine the minimum valuation 
standard for the entire duration of the annuity or guaranteed interest 
contract is the calendar year valuation interest rate for the year of 
issue or year of purchase of the annuity or guaranteed interest 
contract; and 

(ii) “Change-in-fund basis of valuation” means a valuation basis 
under which the interest rate used to determine the minimum 
valuation standard applicable to each change in the fund held under 
the annuity or guaranteed interest contract is the calendar year 
valuation interest rate for the year of the change in the fund. 

(d) RerereNnce INTEREST Rate. The reference interest rate referred to 
in subsection (b) of this section shall be defined as follows: 

(1) For all life insurance, the lesser of the average over a period of 
thirty-six (836) months and the average over a period of twelve (12) 
months, ending June 30 of the calendar year next preceding the year of 
issue, of the Monthly Average of the Composite Yield on Seasoned 
Corporate Bonds as published by Moody’s Investors Service, Inc.; 

(2) For single premium immediate annuities and for annuity benefits 
involving life contingencies arising from other annuities with cash 
settlement options and guaranteed interest contracts with cash settle- 
ment options, the average over a period of twelve (12) months, ending 
on June 30 of the calendar year of issue or year of purchase of the 
Monthly Average of the Composite Yield on Seasoned Corporate Bonds 
as published by Moody’s Investors Service, Inc.; 

(3) For other annuities with cash settlement options and guaranteed 
interest contracts with cash settlement options, valued on a year-of- 
issue basis, except as stated in subdivision (d)(2) of this section, with 
guarantee duration in excess of ten (10) years, the lesser of the average 
over a period of thirty-six (86) months and the average over a period of 
twelve (12) months, ending on June 30 of the calendar year of issue or 
purchase, of the Monthly Average of the Composite Yield on Seasoned 
Corporate Bonds as published by Moody’s Investors Service, Inc.; 

(4) For other annuities with cash settlement options and guaranteed 
interest contracts with cash settlement options, valued on a year-of- 
issue basis, except as stated in subdivision (d)(2) of this section, with 
guarantee duration of ten (10) years or less, the average over a period 
of twelve (12) months, ending on June 30 of the calendar year of issue 
or purchase, of the Monthly Average of the Composite Yield on Seasoned 
Corporate Bonds as published by Moody’s Investors Service, Inc.; 

(5) For other annuities with no cash settlement options and for 
guaranteed interest contracts with no cash settlement options, the 
average over a period of twelve (12) months, ending on June 30 of the 
calendar year of issue or purchase, of the Monthly Average of the 
Composite Yield on Seasoned Corporate Bonds as published by Moody’s 
Investors Service, Inc.; and 

(6) For other annuities with cash settlement options and guaranteed 
interest contracts with cash settlement options, valued on a change-in- 
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fund basis, except as stated in subdivision (d)(2) of this section, the 
average over a period of twelve (12) months, ending on June 30 of the 
calendar year of the change in the fund, of the Monthly Average of the 
Composite Yield on Seasoned Corporate Bonds as published by the 
Moody’s Investors Service, Inc. 

(e) ALTERNATIVE METHOD FOR DETERMINING REFERENCE INTEREST Rates. In 
the event that the Monthly Average of the Composite Yield on Seasoned 
Corporate Bonds is no longer published by Moody’s Investors Service, 
Inc., or in the event that the National Association of Insurance 
Commissioners determines that the Monthly Average of the Composite 
Yield on Seasoned Corporate Bonds as published by Moody’s Investors 
Service, Inc., is no longer appropriate for the determination of the 
reference interest rate, then an alternative method for determination of 
the reference interest rate which is adopted by the National Association 
of Insurance Commissioners and approved by rules promulgated by the 
Insurance Commissioner may be substituted. 


History. Acts 1959, No. 148, § 92; Amendments. The 2019 amendment 
1981, No. 535, § 1; A.S.A. 1947, § 66- substituted “rule” for “regulation” in (e). 
2511; Acts 1995, No. 624, § 1; 2019, No. 

315, § 2736. 


23-84-106. Calculation of reserves generally. 


(a) Except as otherwise provided in §§ 23-84-107 and 23-84-110, 
reserves according to the Insurance Commissioner’s reserve valuation 
method, for the life insurance and endowment benefits of policies 
providing for a uniform amount of insurance and requiring the payment 
of uniform premiums, shall be the excess, if any, of the present value at 
the date of valuation, of such future guaranteed benefits provided for by 
the policies, over the then-present value of any future modified net 
premiums therefor. The modified net premiums for any policy shall be 
a uniform percentage of the respective contract premiums for the 
benefits such that the present value, at the date of issue of the policy, of 
all modified net premiums shall be equal to the sum of the then-present 
value of benefits provided for by the policy and the excess of subdivision 
(a)(1) of this section over subdivision (a)(2) of this section, as follows: 

(1) A net level annual premium equal to the present value, at the 
date of issue, of such benefits provided for after the first policy year, 
divided by the present value, at the date of issue, of an annuity of one 
(1) per annum payable on the first and each subsequent anniversary of 
the policy on which a premium falls due. However, the net level annual 
premium shall not exceed the net level annual premium on the 
nineteen-year premium whole life plan for insurance of the same 
amount at an age one (1) year higher than the age at issue of the policy; 
and 

(2) Anet one-year-term premium for the benefits provided for in the 
first policy year. 

(b)(1)- However, for any life insurance policy issued on or after 
January 1, 1985, for which the contract premium in the first policy year 
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exceeds that of the second year and for which no comparable additional 

benefit is provided in the first year for the excess and which provides an 

endowment benefit or a cash surrender value or a combination thereof 
in an amount greater than the excess premium, the reserve according 

to the commissioner’s reserve valuation method as of any policy 

anniversary occurring on or before the assumed ending date defined in 

this section as the first policy anniversary on which the sum of any 

endowment benefit and any cash surrender value then available is 

greater than the excess premium shall, except as otherwise provided in 
§ 23-84-110, be the greater of the reserve as of the policy anniversary 

calculated as described in subsection (a) of this section and the reserve 

as of the policy anniversary calculated as described in subsection (a) of 
this section, but with: 

(A) The value defined in subdivision (a)(1) of this section being 
reduced by fifteen percent (15%) of the amount of the excess first year 
premium; 

(B) All present values of benefits and premiums being determined 
without reference to premiums or benefits provided by the policy after 
the assumed ending date; and 

(C) The policy being assumed to mature on that date being 
considered as an endowment benefit. 

(2) In making the comparison in subdivision (b)(1) of this section, the 
mortality and interest bases stated in §§ 23-84-104 and 23-84-105 Hall 
be used. 

(c) Reserves according to the commissioner’s reserve valuation 
method for: 
~ (1) Life insurance policies providing for a varying amount of insur- 
ance or requiring the payment of varying premiums; 

(2) Group annuity and pure endowment contracts purchased under a 
retirement plan or plan of deferred compensation, established or 
maintained by an employer, including a partnership or sole proprietor- 
ship or by an employee organization, or by both, other than a plan 
providing individual retirement accounts or individual retirement 
annuities under section 408 of the Internal Revenue Code, as now or 
hereafter amended; 

(3) Disability and accidental death benefits in all policies and con- 
tracts; and 

(4) All other benefits, except life insurance and endowment benefits 
in life insurance policies and benefits provided by all other annuity and 
pure endowment contracts, 
shall be calculated by a method consistent with the principles of this 
section. 


History. Acts 1959, No. 148, § 92; 1981, No. 535, § 1; A.S.A. 1947, § 66- 
1961, No. 466, § 2; 1977, No. 551, § 3; 2511; Acts 2015, No. 1223, § 40. 
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23-84-108. Calculation of reserves — Minimum aggregate re- 
serves for certain life insurance policies. 


(a) In no event shall an insurer’s aggregate reserves for all life 
insurance policies, excluding disability and accidental death benefits, 
issued on or after June 17, 1981, be less than the aggregate reserves 
calculated in accordance with the methods set forth in §§ 23-84-106, 
23-84-107, 23-84-110, and 23-84-111, and the mortality tables and rates 
of interest used in calculating nonforfeiture benefits for the policies. 

(b) In no event shall the aggregate reserves for all policies, contracts, 
and benefits be less than the aggregate reserves determined by the 
appointed actuary to be necessary to render the opinion required by 
§ 23-84-112. 


History. Acts 1959, No. 148, § 92; A.S.A. 1947, § 66-2511; Acts 1995, No. 
1977, No. 551, § 4; 1981, No. 535, § 1; 1272, § 17; 2015, No. 1223, § 41. 


23-84-109. Calculation of reserves — Standards of valuation. 


(a) Reserves for policies and contracts issued before January 1, 1960, 
may be calculated, at the option of the insurer, according to any 
standards which produce greater aggregate reserves for all the policies 
and contracts than the minimum reserves required by the laws in effect 
immediately prior to the date. 

(b) Reserves for any category of policies, contracts, or benefits as 
established by the Insurance Commissioner which are issued on or 
after January 1, 1960, may be calculated, at the option of the insurer, 
according to any standards which produce greater aggregate reserves 
for the category than those calculated according to the minimum 
standard provided in this chapter, but the rate or rates of interest used 
for policies and contracts, other than annuity and pure endowment 
contracts, shall not be greater than the corresponding rate or rates of 
interest used in calculating any nonforfeiture benefits provided in the 
policies or contracts. 

(c)(1) Any insurer which at any time shall have adopted any stan- 
dard of valuation producing greater aggregate reserves than those 
calculated according to the minimum standard provided in this chapter 
may adopt, with the approval of the commissioner, any lower standard 
of valuation, but not lower than the minimum provided in this chapter. 

(2) However, for the purposes of this chapter, the holding of addi- 
tional reserves previously determined by the appointed actuary to be 
necessary to render the opinion required by § 23-84-112 shall not be 
deemed to be the adoption of a higher standard of valuation. 


History. Acts 1959, No. 148, § 92; A.S.A. 1947, § 66-2511; Acts 1995, No. 
1977, No. 551, § 5; 1981, No. 535, § 1; 1272, § 18; 2015, No. 1223, § 42. 
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23-84-110. Calculation of reserves — Certain oe insurance poli- 
cies and contracts. 


(a) Ifin any contract year the gross premium charged by a company 
on any policy or contract is less than the valuation net premium for the 
policy or contract calculated by the method used in calculating the 
reserve thereon, but using the minimum valuation standards of mor- 
tality and rate of interest, the minimum reserve required for the policy 
or contract shall be the greater of either the reserve calculated 
according to the mortality table, rate of interest, and method actually 
used for the policy or contract, or the reserve calculated by the method 
actually used for the policy or contract but using the minimum 
valuation standards of mortality and rate of interest and replacing the 
valuation net premium by the actual gross premium in each contract 
year for which the valuation net premium exceeds the actual gross 
premium. The minimum valuation standards of mortality and rate of 
interest referred to in this section are those standards stated in 
§§ 23-84-103 and 23-84-104. 

(b)(1) However, for any life insurance policy issued on or after 
January 1, 1985, for which the gross premium in the first policy year 
exceeds that of the second year and for which no comparable additional 
benefit is provided in the first year for the excess and which provides an 
endowment benefit or a cash surrender value, or a combination thereof, 
in an amount greater than the excess premium, the provisions of 
subsection (a) of this section shall be applied as if the method actually 
used in calculating the reserve for the policy was the eth described 
in § 23-84-106, ignoring § 23-84-106(b). 

(2) The minimum reserve at each policy anniversary of the policy 
shall be the greater of the minimum reserve calculated in accordance 
with § 23-84-106, including § 23-84-106(b), and the minimum reserve 
calculated in accordance with this section. 


History. Acts 1959, No. 148, § 92; A.S.A. 1947, § 66-2511; Acts 2015, No. 
1977, No. 551, § 6; 1981, No. 535, § 1; 1223, § 43. 


23-84-111. Calculation of reserves — Future premium determi- 
nations by life insurers. 


(a) In the case of any plan of life insurance which provides for future 
premium determination, the amounts of which are to be determined by 
the insurer based on then-estimates of future experience, or in the case 
of any plan of life insurance or annuity which is of such a nature that 
the minimum reserves cannot be determined by the methods described 
in §§ 23-84-106, 23-84-107, and 23-84-110, the reserves which are held 
under any such plan must be: 

(1) Appropriate in relation to the benefits and the pattern of premi- 
ums for that plan; and 

(2) Computed by a method which is consistent with the principles of 
this chapter, as determined by rules promulgated by the Insurance 
Commissioner. 
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(b) Notwithstanding any other provisions in the law of this state, any 
policy, contract, or certificate providing life insurance under any plan 
must be affirmatively approved by the commissioner before it can be 
marketed; issued, delivered, or used in this state. 


History. Acts 1959, No. 148, § 92; Amendments. The 2019 amendment 
1981, No. 535, § 1; A.S.A. 1947, § 66- substituted “rules” for “regulations” in 
2511; Acts 2019, No. 315, § 2737. (a)(2). 


23-84-112. Actuarial opinion of reserves — Definition. 


(a) ACTUARIAL OPINION Prior TO OPERATIVE DaTE OF THE VALUATION MANUAL. 

(1) GENERAL. 

(A) Every life insurance company doing business in this state shall 
annually submit the opinion of a qualified actuary as to whether the 
reserves and related actuarial items held in support of the policies 
and contracts specified by the Insurance Commissioner by rule are 
computed appropriately, are based on assumptions which satisfy 
contractual provisions, are consistent with prior reported pe 
and comply with applicable laws of this state. 

(B) By rule, the commissioner shall define the specifics of this 
opinion and add any other items deemed to be necessary to its scope. 
(2) AcTuarRIAL ANALYSIS OF RESERVES AND ASSETS SUPPORTING SUCH RESERVES. 

(A) Except as exempted by or pursuant to rule, every life insurance 
company shall also annually include in the opinion required by 
subdivision (a)(1) of this section an opinion of the same qualified 
actuary as to whether the reserves and related actuarial items held in 
support of the policies and contracts specified by the commissioner by 
rule, when considered in light of the assets held by the company with 
respect to the reserves and related actuarial items, including, but not 
limited to, the investment earnings on the assets and the consider- 
ations anticipated to be received and retained under the policies and 
contracts, make adequate provision for the company’s obligations 
under the policies and contracts, including, but not limited to, the 
benefits under and expenses associated with the policies and con- 
tracts. 

(B) The commissioner may provide by rule for a transition period 
for establishing any higher reserves which the qualified actuary may 
deem necessary in order to render the opinion required by this 
section. 

(3) REQUIREMENTS FOR OPINION UNDER SUBDIVISION (a)(2) OF THIS SECTION. 
An opinion required by subdivision (a)(2) of this section shall be 
governed by the following provisions: 

(A) A memorandum, in form and substance acceptable to the 
commissioner as specified by rule, shall be prepared to support each 
actuarial opinion; and 

(B) If the insurance company fails to provide a supporting memo- 
randum at the request of the commissioner within a period specified 
by rule or the commissioner determines that the supporting memo- 
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randum provided by the insurance company fails to meet the stan- 

dards prescribed by the rules or is otherwise unacceptable to the 

commissioner, the commissioner may engage a qualified actuary at 

the expense of the company to review the opinion and the basis for . 

the opinion and prepare such supporting memorandum as is required 

by the commissioner. 

(4) REQUIREMENT FOR ALL OPINIONS SUBJECT TO THIS SUBSECTION. An 
opinion required by this subsection shall be governed by the following 
provisions: 

(A) The opinion shall be submitted with the annual statement 
reflecting the valuation of such reserve liabilities for each year ending 
on or after December 31, 1995; 

(B) The opinion shall apply to all business in force, including 
individual and group health insurance plans, in form and substance 
acceptable to the commissioner as specified by rule; 

(C) The opinion shall be based on standards adopted from time to 
time by the Actuarial Standards Board and on such additional 
standards as the commissioner may by rule prescribe; 

(D) In the case of an opinion required to be submitted by a foreign 
or alien company, the commissioner may accept the opinion filed by 
that company with the insurance supervisory official of another state 
if the commissioner determines that the opinion reasonably meets 
the requirements applicable to a company domiciled in this state; 

(EF) For the purposes of this section, “qualified actuary” means a 
member in good standing of the American Academy of Actuaries who 
meets the requirements set forth in such rules; 

(F) Except in cases of fraud or willful misconduct, the qualified 
actuary shall not be liable for damages to any person, other than the 
insurance company and the commissioner, for any act, error, omis- 
sion, decision, or conduct with respect to the actuary’s opinion; 

(G) Disciplinary action by the commissioner against the company 
or the qualified actuary shall be defined in rules by the commissioner; 
and — 

(H)G) Any memorandum in support of the opinion and any other 
material provided by the company to the commissioner in connection 
therewith shall be kept confidential by the commissioner and shall 
not be made public and shall not be subject to subpoena, other than 
for the purpose of defending an action seeking damages from any 
person by reason of any action required by this section or by rules 
promulgated under this chapter. 

(ii) However, the memorandum or other material may otherwise 
be released by the commissioner: ! 

(a) With the written consent of the company; or 

(b) To the American Academy of Actuaries upon request stating 
that the memorandum or other material is required for the purpose 
of professional disciplinary proceedings and setting forth procedures 
satisfactory to the commissioner for preserving the confidentiality of 
the memorandum or other material. 
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(iii) Once any portion of the confidential memorandum is cited by 
the company in its marketing or is cited before any governmental 
agency other than a state insurance department or is released by the 
company to the news media, all portions of the confidential memo- 
randum shall be no longer confidential. 

(b) AcTUARIAL OPINION OF RESERVES AFTER OPERATIVE DATE OF THE VALUATION 
MANUAL. 

(1) GENERAL, 

(A) Acompany with an outstanding policy or contract in this state 
that is subject to regulation by the commissioner annually shall 
submit the opinion of an appointed actuary as to whether the 
reserves and related actuarial items held in support of the policy or 
contract: 

(i) Are computed appropriately; | 

(ii) Are based on assumptions that satisfy contractual provisions; 

(iii) Are consistent with prior reported amounts; and 

(iv) Comply with applicable laws of this state. 

(B) The valuation manual shall prescribe the content and scope of 
the opinion. 

(2) AcTUARIAL ANALYSIS OF RESERVES AND ASSETS SUPPORTING SUCH RESERVES. 

A company with an outstanding policy or contract in this state that is 
subject to rules promulgated by the commissioner, except as exempted 
in the valuation manual, annually shall include in the opinion required 
by subdivision (b)(1) of this section an opinion of the appointed actuary 
under subdivision (b)(1)(A) of this section as to whether the reserves 
and related actuarial items held in support of the policies and contracts 
specified in the valuation manual, when considered in light of the assets 
held by the company with respect to the reserves and related actuarial 
items, including without limitation the investment earnings on the 
assets and the considerations anticipated to be received and retained 
under the policies and contracts, make adequate provision for the 
company’s obligations under the policies and contracts, including 
without limitation the benefits under and expenses associated with the 
policies and contracts. 

(3) REQUIREMENTS FOR OPINioN UNDER SUBDIVISION (b)(2) OF THIS SEOION. 
The opinion required by subdivision (b)(2) of this section shall be 
governed by the following provisions: 

(A) A memorandum in the form and substance specified in the 
valuation manual and acceptable to the commissioner shall be 
prepared to support each actuarial opinion; and 

(B) If the insurance company fails to provide a supporting memo- 
randum at the request of the commissioner within a period specified 
in the valuation manual or the commissioner determines that the 
supporting memorandum provided by the insurance company fails to 
meet the standards prescribed by the valuation manual or is other- 
wise unacceptable to the commissioner, the commissioner may en- 
gage a qualified actuary at the expense of the company to review the 
opinion and the basis for the opinion and prepare the supporting 
memorandum required by the commissioner. 
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(4) ReQuIREMENT FoR ALL OPINIONS SUBJECT TO THIS SUBSECTION. 

(A) An opinion governed by this subsection shall:- 

(i) Be in form and substance as specified in the valuation manual 
and acceptable to the commissioner; 

(ii) Be submitted with the annual statement reflecting the valua- 
tion of such reserve liabilities for each year ending on or after the 
operative date of the valuation manual; 

(iii) Apply to all policies and contracts subject to subdivision (b)(2) 
of this section, plus other actuarial liabilities as may be specified in 
the valuation manual; and | 

(iv) Be based on standards adopted from time to time by the 
Actuarial Standards Board or its successor and on such additional 
standards as may be prescribed in the valuation manual. 

(B) In the case of an opinion required to be submitted by a foreign 
or alien company, the commissioner may accept the opinion filed by 
the company with the public official or regulatory authority respon- 
sible for regulating insurance companies of another state if the 
commissioner determines that the opinion reasonably meets the 
requirements applicable to a company domiciled in this state. 

(C) Except in cases of fraud or willful misconduct, the appointed 
actuary shall not be liable for damages to any person other than the 
company and the commissioner for any act, error, omission, decision, 
or conduct with respect to the appointed actuary’s opinion under this 
subsection. , 

(D) Disciplinary action by the commissioner against the company 
or the appointed actuary shall be prescribed by rule of the commis- 
sioner. 


History. Acts 1995, No. 621, § 1; 2015, effective.” 
Now, (12235 5.8) 445042019 0) Noe 33 lib: Amendments. The 2019 amendment 
8§ 2738-2740. substituted “rule” for “regulation” 
A.C.R.C. Notes. Acts 2015, No. 1223, throughout the _ section; substituted 
§ 26, provided: “The operative date of the “rules” for “regulations” in (a)(3)(B), 


valuation manual under Arkansas Code, 
Title 23, Chapter 84, is the first January 1 
of the year after the valuation manual is 


23-84-113. Rules. 


(a)(4)(E), (a)(4)(G), and (a)(4)(H)G); and 
substituted “rules promulgated” for “regu- 
lations” in (b)(2). 


The Insurance Commissioner shall have the authority to promulgate 
reasonable rules as may be appropriate to carry out the purposes and 


provisions of this chapter. 


History. Acts 1995, No. 1272, § 19; 
2019, No. 315, § 2741. 
Amendments. The 2019 amendment 


deleted “and regulations” following “rules” 
in the section heading and the text. 
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23-84-114. Minimum standard for accident and health insur- 
ance. 


(a) The Insurance Commissioner shall promulgate rules containing 
the minimum standards that apply to the valuation of accident and 
health insurance issued on or after January 1, 1960, but before the 
operative date of the valuation manual. 

(b) For accident and health insurance issued on or after the operative 
date of the valuation manual, the standard prescribed in the valuation 
manual is the minimum standard of valuation required under § 23-84- 
102(b). 


History. Acts 2015, No. 1223, § 45. Title 23, Chapter 84, is the first January 1 
A.C.R.C. Notes. Acts 2015, No. 1223, | of the year after the valuation manual is 
§ 26, provided: “The operative date of the effective.” 
valuation manual under Arkansas Code, 


23-84-115. Valuation of policy or contract issued on or after 
operative date of the valuation manual. 


(a) Except as provided in this section, for a policy or contract issued 
on or after the operative date of the valuation manual, the standard 
prescribed in the valuation manual is the minimum standard of 
valuation required under § 23-84-102(b). 

(b) The valuation manual shall specify: 

(1) Minimum valuation standards and definitions for policies or 
contracts subject to § 23-84-102(b), including without limitation: 

(A) The Insurance Commissioner’s reserve valuation method for 
life insurance contracts, other than annuity contracts, subject to 
§ 23-84-102(b); 

(B) The commissioner’s annuity reserve valuation method for 
annuity contracts subject to § 23-84-102(b); and 

(C) Minimum reserves for all other policies or contracts subject to 
§ 23-84-102(b); 

(2) Which policies or contracts or types of policies or contracts are 
subject to the requirements of a principle-based valuation under 
§ 23-84-116(a) and the minimum valuation standards consistent with 
those requirements; 

(3) For policies and contracts subject to a principle-based valuation 
under § 23-84-116: ! 

(A) Requirements for the format of reports to the commissioner 
under § 23-84-116(b)(3),. including without limitation information 
necessary to determine if the valuation is appropriate and in compli- 
ance with this chapter; 

(B) Assumptions for risks over which the company does not have 
significant control or influence; and 

(C) Procedures for corporate governance and oversight of the 
actuarial function and a process for appropriate waiver or modifica- 
tion of those procedures; 
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(4) For policies not subject to a principle-based valuation under 
§ 23-84-116, a minimum valuation standard: 

(A) That is consistent with the minimum standard of valuation 
before the operative date of the valuation manual; or 

(B) That requires reserves to be developed that quantify fe 
benefits and guarantees and the funding associated with the policy or 
contract and its risks at a level of conservatism that reflects condi- 
tions that include unfavorable events that have a reasonable prob- 
ability of occurring; | 
(5) Other requirements, including without limitation those relating 

to reserve methods, models for measuring risk, generation of economic 
scenarios, assumptions, margins, use of company experience, risk 
measurement, disclosure, certifications, reports, actuarial opinions and 
memorandums, and transition rules and internal controls; and 

(6) The data and form of the data required under § 23-84-117, with 
whom the data must be submitted and, if desired, other requirements, 
including data analyses and reporting of data analyses. 

(c) Ifa specific valuation requirement is not specified in the valuation 
manual or if in the opinion of the commissioner a specific valuation 
requirement in the valuation manual is not in compliance with this 
chapter, then the company shall comply with minimum valuation 
standards prescribed by the commissioner for the specific valuation 
requirement. 

(d)(1) The commissioner may employ or contract a a qualified 
actuary at the expense of a company to: 

(A) Perform an actuarial examination of the company and opine on — 
the appropriateness of any reserve assumption or method used by the 
company; or 

(B) Review and opine on a company’s compliance with any require- 
ment under this chapter. 

(2) The commissioner may rely upon an opinion regarding provisions 
contained within this chapter of a qualified actuary employed or 
contracted with by a public official or regulatory authority responsible 
for regulating insurance companies of another state, district, or terri- 
tory of the United States. 

(e) The commissioner may: 

(1) Require a company to change any assumption or method that in 
the opinion of the commissioner is necessary in order to comply with the 
requirements of the valuation manual or this chapter; 

(2) Require a company to adjust the company’s reserves; and 

(3) Take other disciplinary action permitted by § 23-60-108. 


History. Acts 2015, No. 1223, § 45. Title 23, Chapter 84, is the first January 1 
A.C.R.C. Notes. Acts 2015, No. 1223, of the year after the valuation manual is 
§ 26, provided: “The operative date of the effective.” 
valuation manual under Arkansas Code, 
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23-84-116. Requirements of principle-based valuation. 


(a) Acompany shall establish reserves for a policy or contract using 
a principle-based valuation as specified in the valuation manual that: 

(1)(A) Quantifies the benefits and guarantees and the funding asso- 

ciated with the policy or contract and their risks at a level of 

conservatism that reflects conditions that include unfavorable events 
that have a reasonable probability of occurring during the lifetime of 
the policy or contract. 

(B) For a policy or contract with significant tail risk, the principle- 
based valuation shall reflect conditions appropriately adverse to 
quantify the tail risk; 

(2) Incorporates assumptions, risk analysis methods, financial mod- 
els, and management techniques that are consistent with, but not 
necessarily identical to, those utilized within the company’s overall risk 
assessment process, while recognizing potential differences in financial 
reporting structures and any prescribed assumptions or methods; 

(3) Incorporates assumptions that are: 

(A) Prescribed by the valuation manual; or 

(B) For assumptions that are not prescribed by the valuation 
manual: 

(i) Established utilizing the company’s available experience to the 
extent it is relevant and statistically credible; and 

(ii) To the extent that company data is not available, relevant, or 
statistically credible, established utilizing other relevant, statisti- 
cally credible experience; and 
(4) Provides margins for uncertainty, including adverse deviation 

and estimation error, such that the greater the uncertainty, the larger 
the margin and resulting reserve. 

(b) A company using a principle-based valuation for one (1) or more 
policies or contracts subject to this section as specified in the valuation 
manual shall: 

(1) Establish procedures for corporate governance and oversight of 
the actuarial valuation function consistent with those described in the 
valuation manual; 

(2)(A) Provide to the Insurance Commissioner and its board of 

directors an annual certification of the effectiveness of the internal 

controls with respect to the principle-based valuation. 

(B) The controls shall be designed to assure that all material risks 
inherent in the liabilities and associated assets subject to the 
principle-based valuation are included in the valuation and that 
valuations are made in accordance with the valuation manual. 

(C) The annual certification shall be based on the controls in place 
as of the end of the preceding calendar year; and 
(3) Develop and file with the commissioner upon request a principle- 

based valuation report that complies with the standards prescribed in 
the valuation manual. 

(c) A principle-based valuation may include a prescribed formulaic 
reserve component. 
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History. Acts 2015, No. 1223, § 45. 


23-84-117. Experience reporting. 


For a policy or contract in force on or after the operative date of the 
valuation manual, a company shall submit mortality, morbidity, poli- 
cyholder behavior, or expense and other data as prescribed in the 
valuation manual. 


History. Acts 2015, No. 1223, § 45. Title 23, Chapter 84, is the first January 1 
A.C.R.C. Notes. Acts 2015, No. 1223, of the year after the valuation manual is 
§ 26, provided: “The operative date of the effective.” 
valuation manual under Arkansas Code, 


23-84-118. Confidentiality — Definition. 


(a) As used in this section, “confidential information” means: 

(1) A memorandum in support of an opinion submitted under § 23- 
84-112 and any other documents, materials, and other information, 
including without limitation all working papers and copies of working 
papers created, produced, or obtained by or disclosed to the Insurance 
Commissioner or any other person in connection with the memoran- 
dum; 

(2)(A) Except as provided in subdivision (a)(2)(B) of this section, all 

documents, materials, and other information, including without 

limitation all working papers and copies of working papers created, 
produced, or obtained by or disclosed to the commissioner or any 
other person in the course of an examination under § 23-84-115(d). 

(B) To the extent that an examination report or other material 
prepared in connection with an examination under § 23-61-201 et 
seq. is not held as private and confidential information under 

§ 23-61-207, an examination report or other material prepared in 

connection with an examination made under § 23-84-115(d) is not 

confidential information under this section; 

(3) Areport, document, material, and other information developed by 
a company in support of or in connection with an annual certification by 
the company under § 23-84-116(b)(2) evaluating the effectiveness of 
the company’s internal controls with respect to a principle-based 
valuation and any other document, material, and other information, 
including without limitation all working papers and copies of working 
papers created, produced, or obtained by or disclosed to the commis- 
sioner or any other person in connection with the report, document, 
material, and other information; 

(4) A principle- based valuation report developed under § 23-84. 
116(b)(3) and any other document, material, and other information, 
including without limitation all working papers and copies of working 
papers created, produced, or obtained by or disclosed to the commis- 
sioner or.any other person in connection with the report; 

(5) Experience data, including a document, material, data, and other 
information submitted by a company under § 23-84-117, and any other 
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document, material, data, and other information, including without 
limitation all working papers and copies of working papers created or 
produced in connection with the experience data that are created, 
produced, or obtained by or disclosed to the commissioner or any other 
person in connection with the experience data; and 

(6) Experience materials, including experience data under subdivi- 
sion (a)(5) of this section, and any potentially company-identifying or 
personally identifiable information that is provided to or obtained by 
the commissioner and any other documents, materials, data, and other 
information, including without limitation all working papers and copies 
of working papers created, produced, or obtained by or disclosed to the 
commissioner or any other person in connection with the experience 
materials. 

(b)(1)(A) Except as provided in this section, a company’s confidential 

information is confidential by law and privileged and shall not be 

subject to: 
_. G) The Freedom of Information Act of 1967, § 25-19-101 et seq.; 

(ii) Subpoena; or 

(ii) Discovery or admissible in evidence in a private civil action. 

(B) However, the commissioner is authorized to use the confiden- 
tial information in the furtherance of any regulatory or legal action 
brought against the company as a part of the commissioner’s official 
duties. 

(2) The commissioner and any other person who received confiden- 
tial information while acting under the authority of the commissioner 
shall not be permitted or required to testify in any private civil action 
concerning the confidential information. 

(3)(A) Except as provided in subdivision (b)(3)(B) of this section, in 

order to assist in the performance of the commissioner’s duties, the 

commissioner may share confidential information: 

(i) With other state, federal, and international regulatory agencies 
and with the National Association of Insurance Commissioners and 
its affiliates and subsidiaries; 

(ii) In the case of confidential information specified in subdivision 
(a)(1) or subdivision (a)(4) of this section only, with the Actuarial 
Board for Counseling and Discipline or its successor upon request 
stating that the confidential information is required for the purpose 
of professional disciplinary proceedings; and 

(iii) With state, federal, and international law enforcement offi- 
cials. 

(B) The commissioner shall not share confidential information 
with a recipient under subdivision (b)(3)(A)Gi) or subdivision 
(b)(3)(A)Gi) of this section unless the recipient agrees and has the 
legal authority to agree to maintain the confidentiality and privileged 
status of the confidential information in the same manner and to the 
same extent as required of the commissioner. 

(4) The commissioner may receive documents, materials, data, and 
other information, including otherwise confidential and privileged 
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documents, materials, data, or information, from the National Associa- 
tion of Insurance Commissioners and its affiliates and subsidiaries, 
from regulatory or law enforcement officials of other foreign or domestic 
jurisdictions, and from the Actuarial Board for Counseling and Disci- 
pline or its successor and shall maintain as confidential or privileged 
any document, material, data, or other information received with notice 
or the understanding that it is confidential or privileged under the laws 
of the jurisdiction that is the source of the document, material, or other 

information. | 

(5) The commissioner may enter into agreements governing sharing 
and use of information consistent with this subsection. 

(6) A waiver of any applicable privilege or claim of confidentiality 
concerning confidential information shall not occur as a result of a 
disclosure of information to the commissioner under this section or as a 
result of sharing information authorized by this section. 

(7) A privilege established under the law of any state or jurisdiction 
that is substantially similar to the privilege established under this 
subsection shall be available and enforced in any administrative, civil, 
or criminal proceeding in this state. 

(8) This section applies to the employees, agents, consultants, and 
contractors of the National Association of Insurance Commissioners © 
and a regulatory agency or law enforcement agency identified in this 
section. 

(c) Notwithstanding subsection (b) of this section, any confidential 
information of a company specified in subdivision (a)(1) or subdivision 
(a)(4) of this section: ! 

(1) May be subject to subpoena for the purpose of defending an action 
seeking damages from the appointed actuary submitting the related 
memorandum in support of an opinion submitted under § 23-84-112 or 
a principle-based valuation report developed under § 23-84-116(b)(3) 
based upon an action required of the appointed actuary by this chapter; 

(2) May otherwise be released by the commissioner with the written 
consent of the company; and 

(3) Is no longer confidential information protected by this section if 
any portion of a memorandum in support of an opinion submitted under 
§ 23-84-112 or a principle-based valuation report developed under — 
§ 23-84-116(b)(3) is: 

(A) Cited by the company in its marketing; 

(B) Publicly volunteered to or before a governmental agency other 
than a state insurance department; or 

(C) Released by the company to the news media. 


History. Acts 2015, No. 1223, § 45. 


23-84-119. Single-state and small company exemptions. 


(a1) The Insurance Commissioner may exempt specific product 
forms or product lines of a domestic company that is licensed and doing 
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business only in this state from the requirements of §§ 23-84-115 — 
23-84-117 if: 

(A) The commissioner has issued a written exemption to the 
company and has not subsequently revoked the exemption in writing; 
and 

(B) The company computes reserves using assumptions and meth- 
ods used before the operative date of the valuation manual in 
addition to any requirements established by the commissioner. 

(2) Ifa company is granted an exemption under subdivision (a)(1) of 
this section: 

(A) Sections 23-84-103 — 23-84-114 apply to the company; and 

(B) Any reference to § 23-84-115 found in §§ 23-84-103 — 23-84- 
112 and 23-84-114 do not apply to the company. 

(b)(1) A company that has less than three hundred million dollars 
($300,000,000) of ordinary life premiums, that is licensed and doing 
business in this state, and that is subject to the requirements of 
§§ 23-84-115 — 23-84-118 may hold reserves based on the mortality 
tables and interest rates defined by the valuation manual for net 
premium reserves using the methodology defined in §§ 23-84-106 and 
23-84-108 — 23-84-111 as applicable to ordinary life insurance in lieu of 
the reserves required by §§ 23-84-115 — 23-84-118, if: 

(A) In the event the company is a member of a group of life 
insurers, the group has combined ordinary life premiums of less than 
six hundred million dollars ($600,000,000); 

(B)G) The company reported total adjusted capital of at least four 
hundred fifty percent (450%) of authorized control level risk-based 
capital in the most recent risk-based capital report. 

(ii) Upon written request from a company that does not satisfy 
subdivision (b)(1)(B)(G) of this section, the commissioner may exempt 
the company from subdivision (b)(1)(B)G) of this section; 

(C) The appointed actuary has provided an unqualified opinion on 
the reserves in accordance with § 23-84-112; and | 

(D) The company has provided a certification by a qualified actu- 
ary that any universal life policy with a secondary guarantee issued 
or assumed by the company after the operative date of the valuation 
manual meets the definition of a nonmaterial secondary guarantee 
universal life product as defined in the valuation manual. 

(2) For purposes of subdivision (b)(1) of this section, ordinary life 
premiums are measured as direct premium plus reinsurance assumed 
from an unaffiliated company, as reported in the prior calendar year 
annual statement. 

(3)(A) On or before July 1 each year, a domestic company that meets 

all of the conditions required by this subsection may file a statement 

with the commissioner certifying that the conditions are met for the 
current calendar year based on premiums and other values from the 
financial statements of the prior calendar year. 

(B) The commissioner may reject the statement on or before 
September 1 of the same calendar year and require the domestic 
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company to comply with the valuation manual 7 tae for life 
insurance reserves. . 

History. Acts 2015, No. 1223, § 45. Title 23, Chapter 84, is the first January 1 
A.C.R.C. Notes. Acts 2015, No. 1223, of the year after the valuation manual is 


§ 26, provided: “The operative date of the effective.” 
valuation manual under Arkansas Code, 


CHAPTER 85 
ACCIDENT AND HEALTH INSURANCE 


SECTION. SECTION. 
23-85-104. Form of policy. 23-85-140. Nonparticipation in mainte- 
23-85-131. Age lhmit — Exception. nance of licensure or main- 
23-85-132. Reduction of benefits due to tenance of certification — 
other insurance contracts Insurer prohibited from 
prohibited. denying reimbursement or 


discriminating in reim- 
bursement levels — Defi- 
nitions. 


23-85-104. Form of policy. 


No policy of accident and health insurance shall be delivered or 
issued for delivery to any person in this state unless it otherwise 
complies with this code and complies with the following: 

(1) The entire money and other considerations for the policy shall be 
expressed in the policy; 

(2) The time when the insurance takes effect and terminates shall be 
expressed in the policy; 

(3) It shall purport to insure only one (1) person, except that a policy 
may insure, originally or by subsequent amendment, upon the applica- 
tion of an adult member of a family who shall be deemed the policy- 
holder, any two (2) or more eligible members of that family, including 
husband, wife, or any other person dependent upon the policyhoider; 

(4A) The style, arrangement, and overall appearance of the policy 

shall give no undue prominence to any portion of the text. 

(B) In printed forms, every portion of the text of the policy and of 
any endorsements or attached papers shall be plainly printed in 
light-faced type of a style in general use, the size of which shall be 
uniform and not less than 10-point type with a lower case unspaced 
alphabet length not less than one hundred twenty (120) points. 

(C) The appearance of text in forms developed for electronic 
transmission shall comply with rules developed by the Ensure 
Commissioner. 

(D) The text shall include all printed matter, except the name and 
address of the insurer, name or title of the policy, the brief descrip- 
tion, if any, and captions and subcaptions; 

(5) The exceptions and reductions of indemnity shall be set forth in 
the policy and, other than those contained in §§ 23-85-106 — 23-85-126 
and 23-85-128, shall be printed, at the insurer’s option, either included 
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with the benefit provision to which they apply, or under an appropriate 
caption such as “Exceptions”, or “Exceptions and Reductions”, except 
that if an exception or reduction specifically applies only to a particular 
benefit of the policy, a statement of the exception or reduction shall be 
included with the benefit provision to which it applies; 

(6) Each form, including riders and endorsements, shall be identified 
by a form number in the lower left-hand corner of the first page; and 

(7) The policy shall contain no provision purporting to make any 
portion of the charter, rules, constitution, or bylaws of the insurer a part 
of the policy unless the portion is set forth in full in the policy, except in 
the case of the incorporation of, or reference to, a statement of rates or 
classification of risk or a short-rate table filed with the commissioner. 


History. Acts 1959, No. 148, § 387; — 
1967, No. 418, § 1; 1969, No. 263, § 1; 
A.S.A. 1947, § 66-3602; Acts 2001, No. 
909, § 4; 2019, No. 315, § 2742. 


Amendments. The 2019 amendment 
deleted “and regulations” following “rules” 
in (4)(C). 


23-85-114. Payment of claims provision. 


CASE NOTES 


Applicability. 

Automobile insurer’s payment of med- 
pay benefits to a medical center over the 
insured’s objections was upheld where: 
the policy stated that benefits can be paid 
“to or for” the insured; sections 23-89-202 
and 23-89-204 do not mandate payment 
only to the insured; section 4-58-102 al- 
lows am insured to assign the right to 
receive insurance proceeds, as the insured 


had done in this case, and the insurer was 
obligated by law to honor the assignment 
and lien; section 23-85-114(b) does not 
apply to automobile insurance; and there 
was no evidence that the insured had 
advised either the insurer or the medical 
center of a revocation of the specific as- 
signment of benefits to the medical center. 
United Servs. Auto. Ass’n v. Norton, 2020 
Ark. App. 100, 596 S.W.3d 522 (2020). 


23-85-131. Age limit — Exception. 


(a) If any. policy contains a provision establishing, as an age limit or 
otherwise, a date after which the coverage provided by the policy will 
not be effective and if the date falls within a period for which premium 
is accepted by the insurer or if the insurer accepts a premium after the 
date, the coverage provided by the policy will continue in force subject 
to any right of cancellation until the end of the period for which 
premium has been accepted. In the event the age of the insured has 
been misstated and if, according to the correct age of the insured, the 
coverage provided by the policy would not have become effective or 
would have ceased prior to the acceptance of the premium or premiums, 
then the liability of the insurer shall be limited to the refund, upon 
request, of all premiums paid for the period not covered by the policy. 

(b)(1) In any accident and health insurance contract that contains a 
provision whereby coverage of a dependent in a family group termi- 
nates at a specified age, there shall also be a provision that coverage of 
an unmarried dependent who is incapable of sustaining employment by 
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reason of intellectual and developmental disability or physical disabil- 
ity, who became so incapacitated prior to the attainment of nineteen 
(19) years of age, and who is chiefly dependent upon the policyholder for 
support and maintenance shall not terminate, but coverage shall 
continue so long as the contract remains in force and so long as the 
dependent remains in such condition. 

(2) At the request and expense of the insurer, proof of the incapacity 
or dependency must be furnished to the insurer by the policyholder, 
except in no event shall this requirement preclude eligible dependents 
under this section and §§ 23-85-104, 23-86-102, and 23-86-108, regard- 
less of age. 

(3) If the incapacity or dependency is thereafter removed or termi- 


nated, the policyholder shall so notify the insurer. 


History. Acts 1959, No. 148, § 417; 
1967, No. 418, § 2; 1969, No. 263, § 2; 
1975, No. 404, § 1; 1975, No. 649, §§ 1, 8; 
1983, No. 522, § 47; A.S.A. 1947, §§ 66- 
3632, 66-3632.1; Acts 1997, No. 208, § 26; 
2001, No. 909, § 7; 2019, No. 1035, § 51. 

A.C.R.C. Notes. Acts 1997, No. 208, 
§ 1, as reenacted by Acts 2017, No. 255, 
§ 1, provided: “Legislative intent and pur- 
pose. The General Assembly hereby ac- 
knowledges that many of the laws relating 
to individuals with disabilities are anti- 
quated, functionally outmoded, deroga- 


tory, and ambiguous or are inconsistent 
with more recently enacted provisions of 
the law. Consequently, it is the intent of 
the General Assembly and the purpose of 
this act to clarify the relevant chapters of 
Titles 1, 6, 9, 13, 14, 16, 17, 20, 22, 23, and 
27 of the Arkansas Code of 1987 Anno- 
tated.” 

Amendments. The 2019 amendment 
substituted “intellectual and developmen- 
tal disability” for “mental retardation” in 


(b)(1). 


23-85-132. Reduction of benefits due to other insurance con- 


tracts prohibited. 


(a) No contract of individual accident and health insurance or health 
coverage sold, delivered, or issued for delivery or offered for sale in this 
state by an insurer, hospital and medical service corporation, or health 
maintenance organization, directly or indirectly providing indemnity 
services, healthcare services, or cash to an individual as a result of 
hospitalization, medical or surgical treatment, or dental care shall 
contain a provision reducing the benefit that would otherwise be 
payable to the individual in the absence of other insurance or health 
coverage if the reduction of benefits is due solely to the existence of one 
(1) or more additional contracts providing benefits to that individual 
unless the reduction complies with coordination of benefit rules adopted 
by the Insurance Commissioner. 

(b) No contract of individual accident and health insurance sold, 
delivered, or issued for delivery or offered for sale in this state providing 
disability income coverage shall contain any provision for the denial or 
reduction of benefits because of the existence of other insurance, except 
as provided in § 23-85-122 or any coverages approved by the commis- 
sioner pursuant thereto and except that the benefits may be reduced to 
offset disability income benefits payable under the Social Security Act. 
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(c) The commissioner may issue rules to implement this section, 
including, but not limited to, rules as to the amount of reductions and 
the nature and timing of proofs of eligibility for Social Security benefits. 


History. Acts 1971, No. 346, §§ 1, 2; deleted “and regulations” following “rules” 
1981, No. 809, §§ 15, 16; A.'S.A. 1947, in (a); and in (c), deleted “and regulations” 
§§ 66-3634, 66-3635; Acts 1999, No. 624, following the first occurrence of “rules”, 
§ 1; 2001, No. 909, § 8; 2019, No. 315, and substituted the second occurrence of 


§ 2743. “rules” for “regulations”. 
Amendments. The 2019 amendment 


23-85-140. Nonparticipation in maintenance of licensure or 
maintenance of certification — Insurer prohibited 
from denying reimbursement or discriminating in 
reimbursement levels — Definitions. 


(a) As used in this section: 

(1) “Maintenance of certification” means any process requiring peri- 
odic recertification examinations or other activities to maintain spe- 
cialty medical certification; and 

(2) “Specialty medical board certification” means a certification by a 
board that: 

(A) Specializes in one (1) particular area of medicine; and 

(B) Typically requires examinations that are in addition to the 
requirements of the Arkansas State Medical Board to practice medi- 
cine. 

(b) An insurer shall not: 

(1) Deny reimbursement to or prevent a physician from participating 
in any provider network based solely on a decision of the physician not 
to participate in any form of maintenance of certification; or 

(2) Discriminate with respect to reimbursement levels based solely 
on a decision of the physician not to participate in any form of 
maintenance of certification. 


History. Acts 2019, No. 804, § 3. 


CHAPTER 86 


GROUP AND BLANKET ACCIDENT AND HEALTH 
INSURANCE 


SUBCHAPTER. 
1. GENERAL PROVISIONS. 
3. ARKANSAS HEALTH INSURANCE PorRTABILITY AND ACCOUNTABILITY AcT oF 1997. 
4. FREEDOM oF CuHoicE AmMonG HEATH Benerit Pians Act or 1999. 
5. SMALL EmpLoyer Hearru INsurANCE Purcuasine Group Act or.2001. 
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SuBcHAPTER 1 — GENERAL PROVISIONS 


SECTION. 

23-86-102. Blanket accident and health 
insurance — Required pro- 
visions. 

23-86-108. Group accident and health in- 
surance — Required provi- 
sions. 

23-86-110. Group accident and health in- 
surance — Administration 


of benefits. 
23-86-111. Group accident and health in- 
surance — Payment of 


benefits when other lke 
insurance exists. 


Effective Dates. Acts 2015, No. 887, 
§ 6: Apr. 1, 2015. Emergency clause pro- 
vided: “It is found and determimed by the 
General Assembly of the State of Arkan- 
sas that Arkansas is experiencing a 
healtheare professional maldistribution 
resulting in medically underserved areas 
throughout the state; that allowing 
healtheare professionals to provided 
healthcare services through telemedicine 
will ease the burden on medicaily under- 
served areas; and that this act 1s immedi- 
ately necessary because the citizens of 
Arkansas and the healthcare profession- 
als of Arkansas need immediate direction 


SECTION. 

23-86-113. Minimum benefits for mental 
ilmess in group accident 
and health insurance poli- 
cies or subscriber’s con- 
tracts — Definition. 

23-86-122. Prior approval precess for ex- 
perimental and investiga- 
tional surgical products 
and medical devices — 
Definition. 


_ 23-86-123. Prior authorization by physi- 


cian — Definitions. 


about the law regarding healthcare ser- 
vices provided through telemedicine. 
Therefore, an emergency is declared to 
exist, and this act bemg immediately nec- 
essary for the preservation of the public 
peace, health, and safety shall become 
effective on: (1) The date of its approval by 
the Governor; (2) If the bill is neither 
approved nor vetoed by the Governor, the 
expiration of the period of time during 
which the Governor may veto the bill; or 
(3) If the bill is vetoed by the Governor 
and the veto is overridden, the date the 
last house overrides the veto.” 


23-86-102. Blanket accident and health insurance — Required 


provisions. 


(a) Any insurer authorized to write accident and health insurance in 
this state shall have the power to issue blanket accident and health 


insurance. 


(b) No blanket policy may be issued or delivered in this state unless 
a copy of the form shall have been filed in accordance with § 23-79-109. 

(c) Every blanket policy shall contain provisions that in the opinion 
of the Insurance Commissioner are at least as favorable to the poliey- 
holder and the individual insured as the following: 

(1) A provision that the policy and the application shall peiGube 


the entire contract between the parties and that all statements made by 
the policyholder, in the absence of fraud, shall be deemed representa- 
tions and not warranties, and that no such statements shall be used in 
defense to a claim under the policy, unless it is contained in a written 
application; 
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(2)(A) A provision that written notice of sickness or of injury must be 
given to the insurer within twenty (20) days after the date when such 
sickness or injury occurred. 

(B) Failure to give notice within the time shall not invalidate or 
reduce any claim, if it shall be shown not to have been reasonably 
possible to give such notice and that notice was given as soon as was 
reasonably possible; : 

(3A) A provision that the insurer will furnish to the policyholder 

_ such forms as are usually furnished by it for filing proof of loss. 

(B) If the forms are not furnished before the expiration of fifteen 

(15) days after the giving of the notice, the claimant shall be deemed 
to have complied with the requirements of the policy as to proof of loss 
upon submitting, within the time fixed im the policy for filing proof of 
loss, written proof covering the occurrence, character, and extent of 
the loss for which claim is made; 
(4)(A) A provision that in the case of claim fiir loss of time for 
disability, written proof of the loss must be furnished to the insurer © 
within thirty (30) days after the commencement of the period for 
which the insurer is hable, and the subsequent written proofs of the 
continuance of the disability must be furnished to the insurer at such 
intervals as the insurer may reasonably require, and that in the case 
of claim for any other loss, written proof of the loss must be furnished 
to the insurer within ninety (90) days after the date of loss. 

(B) Failure to furnish proof within the time shail not invalidate or 
reduce any claim, if it shall be shown not to have been reasonably 
possible to furnish the proof and that the proof was furnished as scon 
as was reasonably possible; 

(5) A provision that all benefits payable under the policy other than 
benefits for loss of time will be payable immediately upon receipt of due 
written proof of the loss, and that, subject to due proof of loss, all 
accrued benefits payable under the policy for loss of time will be paid 
not later than at the expiration of each period of thirty (30) days during 
the continuance of the period for which the insurer is liable, and that 
any balance remaining unpaid at the termination of the period will be 
paid immediately upon receipt of the proof; 

(6) A provision that the insurer, at its own expense, shail have the 
right and opportunity to examine the person of the insured when and so 
often as it may reasonably require during the pendency of claim under 
the policy and also the right and opportunity to make an autopsy in case 
of death where it is not prohibited by law; 

(7) A provision that no action at law or in equity shall be brought to 
recover under the policy prior to the expiration of sixty (60) days after 
written proof of loss has been furnished in accordance with the 
requirements of the policy and that no such action shall be brought 
after the expiration of three (3) years after the time written proof of loss 
is required to be furnished; and 

(8)(A) In any contract that contains a provision whereby coverage of 

a dependent in a family group terminates at a specified age, there 
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shall also be a provision that coverage of an unmarried dependent 
who is incapable of sustaining employment by reason-of intellectual 
and developmental disability or physical disability, who became so 
incapacitated prior to the attainment of nineteen (19) years of age, 
and who is chiefly dependent upon the employee for support and 
maintenance shall not terminate, but coverage shall continue so long 
as the contract remains in force and so long as the dependent remains 
in such condition. 

(B) At the request and expense of the insurer, proof of the inca- 
pacity or dependency must be furnished to the insurer by the 
policyholder. In no event shall this requirement preclude eligible 
dependents under Acts 1975, No. 649, § 5, as amended, regardless of 
age. 

(C) If the incapacity or dependency is thereafter removed or 
terminated, the policyholder shall so notify the insurer. 


History. Acts 1959, No. 148, § 423; tory, and ambiguous or are inconsistent 


1967, No. 418, § 4; 1969, No. 263, § 4; 
1975, No. 404, § 3; 1975, No. 649, §§ 3, 8; 
1983, No. 522, §§ 33, 48; AS.A. 1947, 
§ 66-3705; Acts 1997, No. 208, § 27; 2001, 
No. 1063, § 3; 2019, No. 1035, § 52. 
A.C.R.C. Notes. Acts 1997, No. 208, 
§ 1, as reenacted by Acts 2017, No. 255, 
§ 1, provided: “Legislative intent and pur- 
pose. The General Assembly hereby ac- 
knowledges that many of the laws relating 
to individuals with disabilities are anti- 
quated, functionally outmoded, deroga- 


with more recently enacted provisions of | 
the law. Consequently, it is the intent of 
the General Assembly and the purpose of 
this act to clarify the relevant chapters of 
Titles 1, 6, 9, 138, 14, 16, 17, 20, 22, 23, and 
27 of the Arkansas Code of 1987 Anno- 
tated.” 

Amendments. The 2019 amendment 
substituted “intellectual and developmen- 
tal disability” for “mental retardation” in 


(c)(8)(A). 


23-86-108. Group accident and health insurance — Required 
provisions. 


Each group accident and health insurance policy shall contain in 
substance the following provisions: 

(1) A provision that, in the absence of fraud, all statements made by 
applicants or the policyholder or by an insured person shall be deemed 
representations and not warranties and that no statement made for the 
purpose of effecting insurance shall void the insurance or reduce 
benefits unless contained in a written instrument signed by the 
policyholder of the insured person, a copy of which has been furnished 
to the policyholder or to the person or his or her beneficiary; 

(2)(A) A provision that the insurer will furnish to the policyholder for 

delivery to each employee or member of the insured group a state- 

ment in summary form of the essential features of the insurance 
coverage of the employee or member and to whom benefits under the 
policy are payable. | 

(B) If dependents are included in the coverage, only one (1) 
certificate need be issued for each family unit; 
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(3) A provision that to the group originally insured may be added 
from time to time eligible new employees or members or dependents, as 
the case may be, in accordance with the terms of the policy; 

(4)(A) In any contract that contains a provision whereby coverage of 
a dependent in a family group terminates at a specified age, there 
shall also be a provision that coverage of an unmarried dependent 
who is incapable of sustaining employment by reason of intellectual 
and developmental disability or physical disability, who became so 
incapacitated prior to the attainment of nineteen (19) years of age 
and who is chiefly dependent upon the employee for support and 
maintenance, shall not terminate, but coverage shall continue so long 
as the coverage of the employee or member remains in force and so 
long as the dependent remains in such condition. 

(B) At the request and expense of the insurer, proof of the inca- 
pacity or dependency must be furnished to the insurer by the 
policyholder, except in no event shall this requirement preclude 
eligible dependents under Acts 1975, No. 649, § 5, as amended, 
regardless of age. 

(C) If the incapacity or dependency is thereafter removed or 

terminated, the policyholder shall so notify the insurer; 
(5)(A) No policy or contract of group accident and health insurance, 
including contracts issued by hospital and medical service corpora- 
tions, that provides coverage for any of the following services when 
delivered on an inpatient basis shall hereafter be sold, delivered, or 
issued for delivery or offered for sale in this state unless the identical 
coverage for such services is provided when delivered on an outpa- 
tient basis: 

(i) Laboratory and pathological tests; 

(ii) X-rays; 

(iii) Chemotherapy; 

(iv) Radiation treatment; and 

(v) Renal dialysis. 

(B) However, the coverage required by subdivision (5)(A) of this 
section shall not be required when any policyholder or contract holder 
shall reject the coverage in writing. 

(C) The definition of the services referred to in this subdivision (5) 
shall be the same as found in § 23-85-1338. 

(D) All existing group contracts, including existing group contracts 
issued by hospital and medical service corporations, shall conform to 
the provisions of this subdivision (5) upon the first anniversary of the 
issue date, after March 12, 1981; 

(6) A provision that: 

(A) All benefits payable under the policy other than benefits for 
loss of time will be payable immediately upon receipt of written proof 
of such loss; 

(B) Subject to proof of loss, all accrued benefits payable under the 
policy for loss of time will be paid not later than at the expiration of 
each period of thirty (30) days during the continuance of the period 
for which the insurer is liable; and 
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(C) Any balance remaining unpaid at the termination of that 
pericd will be paid immediately upon receipt of due proof; and 
(744A) Every insurer, hospital or medical service corporation, frater- 
nal benefit society, selffunded healthcare plan, or health mainte- 
nance organization providing replacement coverage, with respect to 
group accident and health benefits within a period of sixty (60) days 
from the date of discontinuance of a prior plan, shall immediately 
cover all employees and dependents: 

G) If each employee or dependent was validly covered under the 
previous plan at the date of the discontinuance; 

(i) If each employee or dependent is a member of the class of 
individuals eligible for coverage under the succeeding carrier's plan, 
regardless of any of the plan’s limitations or exclusions relating to 
“actively at work” or hospital confinement; and 

(Gn) Only if the group accident and health benefits were provided to 
a group consisting of more than fifteen (15) members. 

(B) The succeeding carrier shall be entitled to deduct from its 
benefits any benefits payable by the previous carrier pursuant te an 
extension of benefits provision. 

(C) No provision in a succeeding carrier’s plan of replacement 
coverage that would operate to reduce or exclude benefits on the basis 
that the condition giving rise to benefits preexisted the effective date 
of the succeeding carrier’s plan shal! be applied with respect to those 
employees and dependents validly insured under the previous carri- 
er’s policy on the date of discontinuance if benefits for the condition 


would have been payable under the previous carrier’s plan. 

(D) The provisions of this section shall apply upon the issuance of 
an insurance policy or healthcare plan: 

Gi) To a group whose benefits had previously been self-insured; 

(un) To a self-insurer providing coverage to a group that had been 
previousiy covered by an msurer; and 

(ii) To a group that had previously been covered by am imsurer. 


History. Acts 1959, No. 148, $ 420; 
1967, No. 418, § 3; 1969, No. 263, 3 3; 
1975, Ne. 404, $§ 2, 8 1975, No. 649, 
$$ 2, 8; 1981, No. 810, § 1; 1983, No. 522, 
3 31, 32; ASA. 1947, § 66-3702; Acts 
1987, Ne. 456, § 17; 1987, No. 478, § 1; 
1997, No. 208, § 28; 2001, No. 1063, § 8; 
2019, No. 1035, § 53. - 

A.C.R.C. Notes. Acts 1997, No. 208, 
§ 1, as reenacted by Acts 2017, No. 255, 
§ 1, provided: “Legislative intent and pur- 
pose. The General Assembly hereby ac- 
knowledges that many of the laws relating 
toe individuals with disabilities are anti- 


quated, functionally outmeded, deroga- 
tery, and ambiguous or are imconsistent 
with more recemtiy enacted provisions of 
the law. Consequently, it is the intent of 
the General Assembly amd the purpose of 
this act to clarify the relevant chapters of 
Titles 1, 6, 9, 13, 14, 16, 17, 20, 22, 23, and 
27 of the Arkansas Code of 1987 Anno- 
tated.” 

Amendments. The 2019 amendment 
substituted “mtellectual amd developmen- 
tal disability” for “mental retardation” in 
(4)(A). 
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23-86-110. Group accident and health insurance — Administra- 
tion of benefits. 


(a)(1) All group accident and health msurance carriers including 
hospital and medical service corporations shall be subject to the 

“orimary’ and “secondary” carrier rules promulgated by the Insurance 
Commissioner. 

(2) The secondary carrier shall administer benefits on a timely basis. 
_(b) This section applies to group contracts of accident and health 
insurance sold, delivered, or issued for delivery, renewed, or offered for 
sale m this state. 


History. Acts 1975, No. 900, $3 2, 3; Amendments. The 2019 amendment 
1981, Ne. 702, § 2; ASA. 1947, §§ 66- deleted “and regulations” following “rules” 
3710, 66-3711; Acts 2001, No. 1063, § 10; im (a)(1). 

2011, Ne. 760, $15; 2019, No. 315, 
§ 2744. 


23-86-1111. Group accident and health insurance — Payment of 
benefits when other like insurance exists. 


(aX1) No contract of group accident and health insurance coverage 
sold, delivered or issued for delivery, renewed, or offered for sale in this 
state by an msurer, hospital and medical service corporation, or health 
maintenance organization, directly or mdirectly providing mdemnity, 
services, heaithcare services, or cash to an imdividual as a result of 
hospitalization, medical or surgical treatment, or dental care, shall 
contain any provision for the demial or reduction of benefits because of 
the existence of other like imsurance except to the extent that the 
aggregate benefits with respect te the covered medical expenses in- 
curred under the contract and all other lke imsurance with other 
insurers, hospital and medical service corporations, or heaith mainte- 
nance organizations exceed all covered medical expenses incurred. 

(2) The term “other hke insurance” may include group accident and 
health insurance or blanket accident and health insurance or group 
coverage provided by health maintenance organizations, hospital and 
medical service corporations, government msurance plans, except Med- 
icaid, union welfare plans, employer or employee benefit organizations, 
or workers’ compensation insurance or no-fault automobile coverage 
provided for or required by any statute. 

(b)(1) No group accident and health msurance policy providing 
disability income coverage sold, delivered or issued for delivery, re- 
newed, or offered for sale in this state shall provide for reduction in the 
amount of the disability benefits payable te the insured to the extent of 
and because of the existence of other such coverage unless the policy 
provides a minimum amount payable, regardless of the reduction, of 
fifty dollars ($50.00) per month. 

(2) “Other such coverage” for which a reduction may be effected 
includes: 

‘A) Governmental programs such as Social Security, the Arkansas 

Public Employees’ Retirement System, the state workers’ compensa- 
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tion system, and all other government-sponsored, mandatory plans 

or programs that provide for disability benefit coverage; 

(B) Disability or pension income coverages as established by the 

Insurance Commissioner through implementing rules; and 

(C) Such other programs, coverages, or permissible reductions as 
the commissioner may establish through rules. 

(3) The amount of any such reduction shall not be increased with any 
increase in the level of Social Security benefits payable that becomes 
effective after a claim commences. 

(4) The commissioner may also issue rules to implement this section 
and § 23-86-110, including, but not limited to, the nature and timing of 
proofs of eligibility. for Social Security benefits. ) 

(c) This section shall be applicable to all group contracts of accident 
and health insurance sold, delivered or issued for delivery, renewed, or 
offered for sale in this state, except group contracts for employees whose 
employer pays one hundred percent (100%) of the premiums. 


History. Acts 1975, No. 900, §§ 1, 2; Amendments. The 2019 amendment 
1979, No. 806, § 1; 1981, No. 702, §§ 1,2; deleted “and regulations” following “rules” 
A.S.A, 1947, §§ 66-3709, 66-3710;.Acts in (b)(2)(B), (b)(2)(C), and (b)(4). 

1999, No. 624, § 2; 2001, No. 1063, § 11; 
. 2019, No. 315, § 2745. 


23-86-113. Minimum benefits for mental illness in group acci- 
dent and health insurance policies or subscriber’s 
contracts — Definition. 


(a) Unless refused in writing, every group accident and health 
insurance policy or group contract of hospital and medical service 
corporations issued or renewed after July 1, 1983, providing hospital- 
ization or medical benefits to Arkansas residents for conditions arising 
from mental illness shall provide the following minimum benefits on 
and after July 1, 1983: 

(1) In the case of benefits based upon confinement as an inpatient in 
a hospital, psychiatric hospital, or outpatient psychiatric center li- 
censed by the Department of Health or a community mental health 
center certified by the Division of Aging, Adult, and Behavioral Health 
Services of the Department of Human Services, the benefits shall be as 
defined in subsection (b) of this section; 

(2)(A) In the case of benefits provided for partial hospitalization in a 

hospital, psychiatric hospital, or outpatient psychiatric center li- 

censed by the department or a community mental health center 

certified by the division as defined in subsection (b) of this section. 

(B) For the purpose of this section, “partial hospitalization” means 
continuous treatment for at least four (4) hours, but not more than 
sixteen (16) hours in any twenty-four-hour period; and 

(3) In the case of outpatient benefits, the benefits shall cover services 
furnished by: 

(A) Ahospital, a psychiatric hospital, or an outpatient psychiatric 
center licensed by the department; 
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(B) A physician licensed under the Arkansas Medical Practices 

Act, § 17-95-201 et seq., § 17-95-301 et seq., and § 17-95-401 et seq.; 

(C) A psychologist licensed under § 17-97-201 et seq.; or 

(D) A community mental health center or other mental health 
clinic certified by the division to furnish mental health services as 
defined in subsection (b) of this section. 

(b) The insurer or hospital and medical service corporation may 
establish a copayment requirement for mental illness benefits paid for 
inpatient, partial hospitalization, or outpatient care described in sub- 
section (a) of this section, which may or may not differ from the 
copayment requirements for any other condition or illness, except that 
copayment requirements for mental illness shall not exceed a twenty 
percent (20%) copayment requirement. 

(c)(1) For accident and health insurance sold to employers of fifty 
(50) or fewer employees, the insurer or hospital and medical service 
corporation shall not impose limits on benefits under subsection (a) of 
this section with regard to deductible amounts, lifetime maximum 
payments, payments per outpatient visit, or payments per day of 
partial hospitalization which differ from benefits for any other condi- 
tion or illness, provided that the insurer or hospital and medical service 
corporation may impose an annual maximum benefit payable, which 
shall not be less than seven thousand five hundred dollars ($7,500) per 
calendar year. 

(2) For accident and health insurance sold to employers of fifty-one 
(51) or more employees, the insurer or hospital and medical service 
corporation shall not impose limits on benefits under subsection (a) of 
this section with regard to deductible amounts, lifetime maximum 
payments, payments per outpatient visit, or payments per day of 
partial hospitalization which differ from benefits for any other condi- 
tion or illness, provided that the insurer or hospital and medical service 
corporation may impose an annual maximum of eight (8) inpatient or 
partial hospitalization days together with forty (40) outpatient visits. 

(d) No person shall disclose mental health history, diagnosis, or 
treatment services information received in an initial application for 
coverage or subsequent claims for benefits to any person, group, 
organization, or governmental agency without written consent of the 
insured, except for purposes of: . 

(1) Obtaining professional review and judgments of quality and 
appropriateness of treatment rendered; 

(2) Litigation proceedings involving the insured and when ordered 
by a court; 

(3) Reinsurance, when required; 

(4) Applying over-insurance provisions or for purposes of claiming 
benefits for services on behalf of the insured; or 

(5) Underwriting applications for insurance coverage. 

(e) Nothing in this section shall be construed to prohibit an insurer, 
a hospital and medical service corporation, a healthcare plan, a health 
maintenance organization, or other person providing accident and 
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health Insurance or medica! benefits to Arkansas residents from issuing 
or contmuing to issue an accident and health imsuranee benefit plan, 
policy, or contract that provides benefits greater than the minimum 
benefits required to be made available under this section or from 
issuing any plans, policies, or contracts that provide benefits that are 
generally more favorable to the insured than those required to be made 
available under this section. 

(f The requirements of this section with respect to a group or 
blanket accident and health insurance benefit plan, policy, or subscriber — 
contract shall be satisfied, if the coverage specified is made available to 
the master policyholder of the pian, policy, or contract. 

{z¥1)A}) Every insurer or hospital and medical service cuirpersitaan 

that issues a group accident and health surance policy, contract, or 

agreement im this state that provides for mental health coverage 
shall offer coverage for the payment of services rendered by hcensed 
professional! counselors. 

(B) The offer shali be made either at the time of application for, er 
upon the first renewal of, the policy, contract, or agreement after 
April 1, 1995. 

(C) If the offer is accepted, the amount paid for services provided 
by heensed professional counselors shall be subject to the same 
limitations as set forth in the policy for mental health coverage. 

(2) Nothing in this subsection shail be deemed to expand the scope of 
the practice of licensed professional counselors currently licensed by the 
Arkansas Board of Examimers in Counseling and possessing the quali- 
fications set forth im § 17-27-301 et seq., or other applicable laws. 


History. Acts 1983, No. 326, $§ 1-5; Amendments. The 2017 amendment 
1985, Ne. 236, § 1; AS.A. 1947, §§ 66- substituted “Division of Agmg, Adult, and 
3716 — 66-3720, Acts 1995, No. 1272, Behavioral Health Services” for “Division 
§ 21; 2001, No. 1063, § 13; 2013, No. 980, of Behavioral Health Services” m (a)(1). 
$ 17; 2017, No. 913, § 119. | 


23-86-122. Prior approval process for experimental and investi- 
gational surgical products and medical devices — 
Definition. 

(a) As used in this section: 
(1) “Health carrier” means a: 

(A) Health maintenance organization; 

(B) Hospital medical service corporation; and 

(C) Disability insurance company; 
(2) “Health carrier” includes a: 

(A) Self-insured governmental or church plan; and 

(B) Third-party administrator that administers or adjusts disabil- 
ity benefits for a disability insurer, hospital medical service corpora- 
tion, health maintenance organization, self-imsured governmental 
pian, or self-insured church pian; and 
(3) “Health carrier” does not include: 
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(A) An automobile imsurer paying medica! or hospital benefits 
under § 23-89-202(1) or a self-insured employer health benefits plan; 
or | 
(B) A person, company, or organization licensed or registered to 
issue or that issues an insurance policy or insurance contract im this 
state as described m $§ 23-62-102 and 23-62-104 — 23-62-107 
providing medical or hospital benefits for accidental injury or disabil- 
ity. 
_(b) A health carrier that excludes or denies coverage for a specific 
surgical product or medical device approved for marketing by the 
United States Food and Drug Administration as experimental or 
investigational, or both, shall develop a process by which a surgeon, 
before utilizing the surgical product or medical device, may present 
medical evidence to obtam a review for the individual patient for 
coverage of the surgical product or medical device. 


History. Acts 2013, No. 464, } 1; 2015, 
No. 1164, $ 6. 


23-86-123. Prior authorization by physician — Definitions. 


(a) As used in this section: 

(1) “Prior authorization” means the process by which a health carrier 
determines the medical necessity or eligibility for coverage of a health- 
care service before a covered person receives the healthcare service In 
order to provide coverage and reimbursement for the heaithcare ser- 
vice; and | 

(2) “Telemedicime” means the same as defined in § 23-79-1601. 

(b) When conducting prior authorization, whether for healthcare 
services provided through telemedicine or provided in person, a physi- 
cian who possesses a current and umrestricted lcense to practice 
medicine in the State of Arkansas shall make all adverse determina- 
tions for healthcare services, medications, or equipment prescribed by a 


physician. 


History. Acts 2015, No. 887, 3 5; 2017, 
No. 203, $ 5. 

AC.R.C. Notes. Acts 2015, No. 887, 
§ 1, provided: “Title. This act shall be 
known and may be cited as the “Telemedi- 
eme Act’.” 

Acts 2015, No. 887, § 2, prowided: “Leg- 
islative findings. The General Assembly 
finds and declares that: 

“1) The advancements and continued 
development of medical and communica- 
tions technology have had a profound im- 
pact on the practice of medicine and offer 
opportunities for improving the delivery 
and accessibility of health care, particu- 
larly in the area of telemedicine; 


“(2) Geography, weather, availability of 
specialists, transportation, and other fac- 
tors can create barriers to accessing ap- 
propriate health care, and a way to pro- 
vide, ensure, or enhance access to health 
care, given these barriers, is through the 
appropriate use of technology to allow 
healthcare consumers access to qualified 
healthcare professionals; and 


- “3) There is a need im this state to 


embrace efforts that will encourage- 

“(A) Health imsurers and healthcare 
professionals te support the use of tele- 
medicine; and 

“B) All state agencies to evaluate and 
amend their policies and rules to remove 
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regulatory barriers prohibiting the use of ing; rewrote (a)(2); and, at the end of (b), 
telemedicine.” added “for healthcare services, medica- 

Amendments. The 2017 amendment tions, or equipment prescribed by a phy- 
added “— Definitions” to the section head- sician”. 


SUBCHAPTER 3 — ARKANSAS HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY Act oF 1997 


SECTION. SECTION. 

23-86-303. Definitions. 23-86-311. Guaranteed renewability of 

23-86-304. Increased portability through coverage for employers in 
limitation on preexisting the group market. 


conditions exclusions. 
23-86-310. Excepted benefits — Defini- 
tion. 


23-86-3003. Definitions. 


As used in this subchapter: 

(1) “Affiliation period” means a period that, under the terms of the 
coverage offered by the health maintenance organization, must oe 
before the coverage becomes effective; 

(2) “Bona fide association” means, with respect to health insurance 
coverage offered in Arkansas, an association that: 

(A) Has been actively in existence for at least five (5) years; 

(B) Has been formed and maintained in good faith for purposes 
other than obtaining insurance; 

(C) Does not condition membership in the association on any 
health status-related factor relating to an individual, including an 
employee of an employer or a dependent of an employee; 

(D) Makes health insurance coverage offered through the associa- 
tion available to all members regardless of any health status-related 
factor relating to the members or individuals eligible for coverage 
through a member; 

(E) Does not make health insurance coverage offered through the 
association available other than in connection with a member of the 
association; and 

(F) Meets the additional requirements that may be imposed under 
Arkansas law; 

(3) “Church plan” has the meaning given the term under section 
3(33) of the Employee Retirement Income Security Act of 1974 (ERISA); 

(4) “COBRA continuation provision” means any of the following: 

(A) Part 6 of Subtitle B of Title 1 of the Employee Retirement 
Income Security Act of 1974, other than section 609 of the act; 

(B) Section 4980B of the Internal Revenue Code of 1986, other 
than subsection (f)(1) of the section insofar as it relates to pediatric 
vaccines; 

(C) Title XXII of the Public Health Service Act; 

(5) “Commissioner” means the Insurance Commissioner; 

(6) “Creditable coverage” means, with respect to an individual, 
coverage of the individual under any of the following: 


175 -~ BLANKET ACCIDENT & HEALTH INSURANCE 23-86-303 


(A) A group health plan; 

(B) Health insurance coverage; | 

(C) Part A or Part B of Title XVIII of the Social Security Act; 

(D) Title XIX of the Social. Security Act, other than coverage 
consisting solely of benefits under section 1928; 

(EK) United States Code Title 10, Chapter 55; 

(F) A medical care program of the United States Indian Health 
Service or of a tribal organization; 

(G) A state health benefits risk pool; 

(H) A health plan offered under United States Code Title 5, 
Chapter 89; 

(I) A public health plan as defined in regulations; 

(J) Ahealth benefit plan under section 5(e) of the Peace Corps Act, 
22 U.S.C. § 2504(e). The term does not include coverage consisting 
solely of coverage of excepted benefits as defined in § 23-86-310; 

(7) “Department” means the State Insurance Department unless the 
context requires otherwise; 

(8) “Eligible individual” means, with respect to a health insurance 
issuer that offers health insurance coverage to a small employer in 
connection with a group health plan in the small-group market, such an 
individual in relation to the employer as shall be determined: 

(A) In accordance with the terms of the group health plan; 

(B) As provided by the issuer under rules of the issuer that are 
uniformly applicable in Arkansas to small employers in the small- 
group market; and 

(C) In accordance with all applicable Arkansas law governing the 
issuer and the small-group market; 

(9)(A) “Employee” has the meaning given the term under section 3(6) 

of the Employee Retirement Income Security Act of 1974. 

(B) To the extent not in conflict with the Employee Retirement 
Income Security Act of 1974, the term “employee” also means a 
person who is employed by an employer for thirty (30) or more hours 
a week and includes an employee who is employed by a client of a 
professional employer organization for thirty (30) or more hours a 
week under a professional employer organization arrangement as 
governed under the Arkansas Professional Employer Organization 
Recognition and Licensing Act, § 23-92-401 et seq.; 

(10) “Employer” has the meaning given the term under section 3(5) of 
the Employee Retirement Income Security Act of 1974, except that the 
term shall include only employers of two (2) or more employees; 

(11) “Employer contribution rule” means a requirement relating to 
the minimum level or amount of employer contribution toward the 
premium for enrollment of participants and beneficiaries; 

(12) “Enrollment date” means, with respect to an individual covered 
under a group health plan or health insurance coverage, the date of 
coverage of the individual in the group health plan or, if earlier, the first 
day of the waiting period for the coverage; 
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(13) “Federal governmental plan” means a governmental plan estab- 
lished or maintained for its employees by the United States Govern- 
ment or by any agency or instrumentality of the government; 

(14) “Governmental plan” has the meaning given the term under 
section 3(32) of the Employee Retirement Income Security Act of 1974 
and any federal governmental! plan; 

(15) “Group health insurance coverage” means, in connection with a 
group health plan, health insurance coverage offered in connection with 
the group health plan; | 

(16) “Group health plan” means an employee welfare benefit plan to 
the extent that the plan provides medical care as defined in this section 
and including items and services paid for as medical care, to employees 
or their dependents as defined under the terms of the plan directly or 
through insurance, reimbursement, or otherwise; 

(17) “Group participation rule” means a requirement relating to the 
minimum number of participants or beneficiaries that must be enrolled 
in relation to a specified percentage or number of eligible individuals or 
employees of an employer; 

(18) “Health insurance coverage” means benefits consisting of medi- 
cal care, provided directly, through insurance or reimbursement or 
otherwise and including items and services paid for as medical care, 
under any hospital or medical service policy or certificate, hospital or 
medical service plan contract, or health maintenance organization 
contract offered by a health msurance issuer; 

(19) “Health insurance issuer” means an insurance company, insur- 
ance service, or insurance organization including a health maintenance 
organization as defined in this section that.is licensed to engage in the 
business of insurance in a state and that is subject to Arkansas law that 
reguiates insurance. The term does not include a group health plan; 

(20) “Health maintenance organization” means: | 

(A) A federally qualified health maintenance organization as de- 

fined im section 1301(a) of the Public Health Service Act, 42 U.S.C. 

§ 300e(a); 

(B) An organization recognized under state law as a health main- 
tenance organization; or 

(C) A similar organization regulated under state law for solvency 
in the same manner and to the same extent as a health maintenance 
organization; 

(21) “Health status-related factor” means any of the factors de- 
scribed in § 23-86-306(a\(1); 

(22) “Individual market” means the market for health insurance 
coverage offered to individuals other than in connection with a group 
heaith plan; 

(23) “Large employer” means, in connection with a group health plan 
with respect to a calendar year and a plan year, an emplover who 
employed an average of at least fifty-one (51)-employees on business 
days during the preceding calendar year and who employs at least two 
(2) employees on the first day of the plan year; 


177 BLANKET ACCIDENT & HEALTH INSURANCE 23-86-303 


(24) “Large-group market” means the health insurance market un- 
der which individuals obtam health insurance coverage directly or 
through any arrangement on behalf of themselves and their dependents 
through a group health plan maintained by a large employer; 

(25) “Late enrollee” means, with respect to coverage under a group 
health plan, a participant or beneficiary who enrolls under the group 
health plan other than during: 

(A) The first period in which the ites titi! is eligible to enroll 

_ under the group health plan; or 

(B) A special enrollment period under § 23-86-304(f); 
(26) “Medical care” means amounts paid for or services provided for: 

(A) The diagnosis, cure, mitigation, treatment, or prevention of 
disease, or amounts paid for the purpose of affecting any structure or 
function of the body; 

{(B} Amounts paid for transportation primarily for and essential to 
medical care referred to in subdivision (26)(A) of this section; and 

(C) Amounts paid for insurance covering medical care referred to 
in subdivisions (26A) and (B) of this section; 

(27} “Network pian” means health insurance coverage offered by a 
health insurance issuer under which the financing and delivery of 
medical care, including items and services paid for as medical care are 
provided, in whole or in part, through a defined set of providers under 
contract with the issuer; : 

(28) “Nonfederal governmental plan” means a governmental plan 
that is not a federal governmental plan; 

(29) “Participant” has the meaning given the term under section 3(7) 
of the Employee Retirement Income Security Act of 1974; 

(30) “Placement”, or being “placed”, for adoption, m connection with 
any placement for adoption of a child with any person, means the 
assumption and retention by the person of a legal obligation for total or 
partial support of the child m anticipation of adoption of the child. The 
child’s placement with the person terminates upon the termination of 
the legal obligation; | 

(31) “Plan sponsor” has the meaning given the term under section 
3(16\B) of the Employee Retirement Income Security Act of 1974; 

(32) “Preexisting condition exclusion” means, with respect to cover- 
age, a limitation or exclusion of benefits relating to a condition based on 
the fact that the condition was present before the date of enrollment for 
the coverage, whether or not any medical advice, diagnosis, care, or 
treatment was recommended or received before that date; 

(33) “Rules” means rules promulgated by the Insurance Commis- 
sioner unless the context requires otherwise; 

(34) “Small employer” means, in connection with a group health plan 
with respect to a calendar year and a plan year, an employer who 
employed an average of at least two (2) but not more than fifty (50) 
employees on business days during the preceding calendar year and 
who employs at least two (2) employees on the first day of the plan year; 

(35) “Small-group market” means the health insurance market un- 
der which individuals obtain health insurance coverage directly or 
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through any arrangement on behalf of themselves and their dependents 
through a group health plan maintained by a small employer; 
(36) “State” means each of the several states, the District of Colum- 
bia, Puerto Rico, the Virgin Islands, Guam, American Samoa, and the 
Northern Mariana Islands; 
(37)(A) “State law” includes all laws, decisions, rules, regulations, or 
other state action having the effect of law, of any state. 

(B) A law of the United States applicable only to the District of 
Columbia shall be treated as a state law rather than a law of the 
United States; and 
(38) “Waiting period” means, with respect to a group health plan and 

an individual who is a potential participant or beneficiary in the group 
health plan, the period that must pass with respect to the individual 
before the individual is eligible to be covered for benefits under the 
terms of the group health plan. | 


History. Acts 1997, No. 997, § 1; 2003, substituted “Rules” for “Regulations” and 
No. 1750, § 8([7]; 2019, No. 315, § 2746. deleted “and regulations” following “rules” 
Amendments. The 2019 Eyandmant in (33). 


23-86-304. Increased portability through limitation on preexist 
ing conditions exclusions. 


(a) Limitation ON PREEXISTING ConpiTION ExcLusION PERIOD — CREDITING 
FOR Preriops oF Previous CoveraGce. Subject to subsection (d) of this 
section, a group health plan and a health insurance issuer offering 
group health insurance coverage may, with respect to a participant or 
beneficiary, impose a preexisting condition exclusion only if: 

(1) The preexisting condition exclusion relates to a condition, 
whether physical or mental, regardless of the cause of the condition, for 
which medical advice, diagnosis, care, or treatment was recommended 
or received within the six-month period ending on the enrollment date; 

(2) The preexisting condition exclusion extends for a period of not 
more than twelve (12) months, or eighteen (18) months in the case of a 
late enrollee, after the enrollment date; and 

(3) The period of any such preexisting condition exclusion is reduced 
by the aggregate of the periods of creditable coverage, if any, as defined 
in subdivision (c)(1) of this section, applicable to the participant or 
beneficiary as of the enrollment date. | 

(b) TREATMENT OF GENETIC INFoRMaTION. Genetic information shall not 
be treated as a condition described in subdivision (a)(1) of this section 
in the absence of a diagnosis of the condition related to that informa- 
tion. 

(c) CREDITABLE COVERAGE — RuLEs RELATING TO rasta Previous Cov- 
ERAGE. 

(1) Nor Countinc Periops BErorE SIGNIFICANT BREAKS IN COVERAGE. 

(A) In GeneraL. A period of creditable coverage shall not be 
counted, with respect to enrollment of an individual under a group 
health plan, if, after such a period and before the enrollment date, 
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there was a sixty-three-day period during all of which the individual 
was not covered under any creditable coverage. 

(B) Waitinc Pertop Not Treatep As A Break IN Coverace. For pur- 
poses of subdivisions (c)(1)(A) and (d)(4) of this section, any period 
that an individual is in a waiting period for any coverage under a 
group health plan or for group health insurance coverage or is in an 
affiliation period as defined in § 23-86-303(1) shall not be taken into 
account in determining the continuous period under subdivision 
(c)(1)(A) of this section. 

(2) MetHop oF CREDITING COVERAGE. 

(A) Stanparp MetHop. Except as otherwise provided under subdi- 
vision (c)(2)(B) of this section, for purposes of applying subdivision 
(a)(3) of this section, a group health plan and a health insurance 
issuer offering group health insurance coverage shall count a period 
of creditable coverage without regard to the specific benefits covered 
during the period. 

(B) ELectTIon oF ALTERNATIVE METHOD. 

(i) A group health plan or a health insurance issuer offering group 
health insurance coverage may elect to apply subdivision (a)(3) of this » 
section based on coverage of benefits within each of several classes or 
categories of benefits specified in rules rather than as provided under 
subdivision (c)(2)(A) of this section. 

(ii) The election shall be made on a uniform basis for all partici- 
pants and beneficiaries. 

(iii) Under the election, a group health plan or health insurance 
issuer shall count a period of creditable coverage with respect to any 
class or category of benefits if any level of benefits is covered within 
the class or category. 

(C) Group HeatrH Pian Notice. In the case. of an election with 
respect to a group health plan under subdivision (c)(2)(B) of this 
section, whether or not health insurance coverage is provided in 
connection with such a “group health plan, the group health plan 
shall: 

(i) Prominently state in any disclosure statements concerning the 
group health plan, and state to each enrollee at the time of enroll- 
ment under the group health plan, that the group health plan has 
made such an election; and 

(ii) Include in such statements a description of the effect of this 
election. 

(D) Heattra Insurance Issuer Notice. In the case of an election 
under subdivision (c)(2)(B) of this section with respect to health 
insurance coverage offered by a health insurance issuer in the small 
or large group market, the health insurance issuer: 

(i) Shall prominently state in any disclosure statements concern- 
ing the coverage, and to each employer at the time of the offer or sale 
of the coverage, that the health insurance issuer has made such an 
election; and 

(ii) Shall include in such statements a description of the effect of 
such an election. 
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(3) EstssLisHMENT OF Perrop. Periods of creditable coverage with 
respect to an individual shall be established through presentation of 
certifications described in subsection (e) of this section or in such other 
manner as may be specified in regulations. 

(d) ExcEprions. 

(1) Preexistinc Conprrion Exciusion Nor AppiicaBLe To Certain NeEw- 
BorNS. Subject to subdivision (d)(4) of this section, a group health plan 
and a health insurance issuer offering group health msurance coverage 
may not impose any preexisting condition exclusion in the case of an 
individual who, as of the last day of the thirty-day period beginning 
with the date of birth, is covered under creditable coverage. 

(2) PREEXISTING Conprrion Exciusion Nor AppLicaBLeE TO CERTAIN ADOPTED 
CHILDREN. 

(A) Subject to subdivision (d)(4) of this section, a group health plan 
and a health insurance issuer offering group health insurance cover- 
age may not impose any preexisting condition exclusion in the case of 
a child who is adopted or placed for adoption before attaining 
eighteen (18) years of age and who, as of the last day of the thirty-day 
period beginning on the date of the adoption or placement for 
adoption, is covered under creditable coverage. 

(B) Subdivision (d)(2)(A) of this section shall not apply to coverage 
before the date of the adoption or placement for adoption. 

(3) Preexistinc Conprrion Exciusion Nor AppLicaBLeE To PreGnancy. A 
group health plan and a health insurance issuer offering group health 
insurance coverage may not impose any preexisting condition exclusion 
relating to pregnancy as a preexisting condition. 

(4) Loss 1 Break in Coverace. Subdivisions (d)(1) and (2) of this 
section shall no longer apply to an individual after the end of the first 
sixty-three-day period during all of which the individual was not 
covered under any creditable coverage. | 

(e) CERTIFICATIONS AND DiscLOSURE OF COVERAGE. 

(1) RequiREMENT FOR CERTIFICATION OF PERIOD OF CREDITABLE COVERAGE. 

(A) In GeneraL. A group health plan, and a health surance issuer 
offering group health insurance coverage, shall provide the certifica- 
tion described in subdivision (e)(1)(B) of this section: 

(i) At the time an individual ceases to be covered under the group 
health plan or otherwise becomes covered under a COBRA continu- 
ation provision; 

(ii) In the case of an individual becoming covered under such a 
provision, at the time the individual ceases to be covered under such — 
a provision; and 

(7i)(a) At the request on behalf of an individual made not later 
than twenty-four (24) months after the date of cessation of the 
coverage described in subdivision (e)(1XA)\@) or subdivision 
(e)(1(A)Gi) of this section, whichever is later. 

(6) The certification under subdivision (e)(1)(A)(i) of this section 
may be provided, to the extent practicable, at a time consistent with 
notices required under any applicable COBRA continuation provi- 
sion. 
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(B) Certification. The certification described in subdivision 
(e)(1\(A) of this section is a written certification of: 

(a) The period of creditable coverage of the individual under such a 
group health plan and the coverage, if any, under the COBRA 
continuation provision; and 

Gi) The waiting period, if any, and affiliation period, if applicable, 
imposed with respect to the individual for any coverage under such a 
group health plan. 

(C) Issuer Compiiance. To the extent that medical care under a 
group health plan consists of group health insurance coverage, the 
group health plan is deemed to have satisfied the certification 
requirement under this section if the health insurance issuer offering 
the coverage provides for such certification in accordance with this 
section. 

(2) DiscLosurE OF INFORMATION ON Previous Benerits. In the case of an 
election described in subdivision (c)(2)(B) of this section by a group 
health plan or health insurance issuer, if the group health plan or 
health insurance issuer enrolls an individual for coverage under the 
group health plan and the individual provides a certification of coverage 
of the individual under subdivision (e}(1) of this section: 

(A) Upon request of the group health plan or health insurance 
issuer, the entity which issued the certification provided by the 
individual shall promptly disclose to the requesting group health 
plan or issuer information on coverage of classes and categories of 
health benefits available under the entity's plan or coverage; and 

(B) The entity may charge the requesting group health plan or 
health insurance issuer for the reasonable cost of disclosing the 
information. 

(f) SpeciaL ENROLLMENT Pertops. 

(1) Inprvipuats Losinc Orner Coverace. A group health plan and a 
health insurance issuer offering group health insurance coverage in 
connection with a group health plan shall permit an employee who is 
eligible, but not enrolled, for coverage under the terms of the group 
health plan or a dependent of such an employee if the dependent is 
eligible, but not enrolled, for coverage under such terms to enroll for 
coverage under the terms of the group health plan if each of the 
following conditions is met: 

(A) The employee or dependent was covered under a group health 
plan or had health insurance coverage at the time coverage was 
previously offered to the employee or dependent; 

(B) The employee stated in writing at such time that coverage 
under a group health plan or health insurance coverage was the 
reason for declining enrollment, but only if the plan sponsor or health 
insurance issuer if applicable required such a statement at that time 
and provided the employee with notice of the requirement and the 
consequences of such a requirement at that time; 

(C) The employee’s or dependent’s coverage described in subdivi- 
sion (f)(1)(A) of this section: 
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(i) Was under a COBRA continuation provision and the coverage 
under such a provision was exhausted; or 

(ii) Was not under such a provision and either the coverage was 
terminated as a result of loss of eligibility for the coverage including 
loss as a result of legal separation, divorce, death, termination of 
employment, or reduction in the number of hours of employment or 
employer contributions toward the coverage were terminated; and 

(D) Under the terms of the group health plan, the employee 
requests the enrollment not later than thirty (30) days after the date 
of exhaustion of coverage described in subdivision (f)(1)(C)(i) of this 
section or termination of coverage or employer contribution described 
in subdivision (f)(1)(C)(i) of this section. 

(2) For DEPENDENT BENEFICIARIES. 

(A) In Genera.. If: 

(i) Agroup health plan makes coverage available with respect to a 
dependent of an individual; 

(ii) The individual is a participant under the group health plan or 
has met any waiting period applicable to becoming a participant 
under the group health plan and is eligible to be enrolled under the 
group health plan but for that individual’s failure to enroll during a 
previous enrollment period; and 

(iii) A person becomes such a dependent of the individual phroueh 
marriage, birth, or adoption or placement for adoption, 

then the enrollment period described in subdivision (f)(2)(B) of this 
section shall be provided, during which the person, or, if not otherwise 
enrolled, the individual, may be enrolled under the group health plan as 
a dependent of the individual and, in the case of the birth or adoption 
of a child, the spouse of the individual may be enrolled as a dependent 
of the individual if the spouse is otherwise eligible for coverage. 

(B) DrpPENDENT SPECIAL ENROLLMENT Periop. A dependent special 
enrollment period under subdivision (f)(2)(A) of this section shall be 
a period of not less than thirty (30) days and shall begin on the later 
of: 

(i) The date dependent coverage is made available; or 

(ii) The date of the marriage, birth, or adoption or placement for 
adoption, as the case may be, described in subdivision (f)(2)(A)(iii) of 
this section. 

(C) No Wartine Periop. If an individual seeks to enroll a dependent 
during the first thirty (30) days of such a dependent special enroll- 

“ment period, the coverage of the dependent shall become effective: 

(i) In the case of marriage, not later than the first day of the first 
month beginning after the date the completed request for enrollment 
is received; 

(ii) In the case of a dependent’s birth, as of the date of the birth; or 

(111) In the case of a dependent’s adoption or placement for adop- 
tion, the date of the adoption or placement for adoption. | 
(g) Use or AFFILIATION PERiop BY HEALTH MAINTENANCE ORGANIZATIONS AS 

ALTERNATIVE TO PREEXISTING CONDITION EXCLUSION. 
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(1) In Generat. In the case of a group health plan that offers medical 
care through coverage offered by a health maintenance organization, 
the group health plan may provide for an affiliation period with respect 
to coverage through the health maintenance organization only if: 

(A) No preexisting condition exclusion is imposed with respect to 
coverage through the health maintenance organization; 

(B) The affiliation period is applied uniformly without regard to 
any health status-related factors; and 

(C). The affiliation period does not exceed two (2) months or three 
(3) months in the case of a late enrollee. 

(2) AFFILIATION PERIop. 

(A) AFFILIATION Periop. The health maintenance organization is not 
required to provide healthcare services or benefits during the affili- 
ation period, and no premium shall be charged to the participant or 
beneficiary for any coverage during the affiliation period. 

(B) Becinninc. The affiliation period shall begin on the enrollment 
date. 

(C) Runs ConcurrentTLy wiTtH WaitinG Periops. An affiliation period 
under a group health plan shall run concurrently with any waiting 
period under the group health plan. 

(3) AureRNATIVE Metuops. A health maintenance organization de- 
scribed in subdivision (g)(1) of this section may use alternative methods 
from those described in subdivision (g)(1) of this section to address 
adverse selection as approved by the Insurance Commissioner. 


History. Acts 1997, No. 997, § 1; 2019, substituted “rules” for “regulations” in 
No. 315, § 2747. (c)(2)(B)@). 
Amendments. The 2019 amendment 


23-86-310. Excepted benefits — Definition. 


For purposes of this section, the term “excepted benefits” means 
benefits under one (1) or more, or any combination thereof, of the 
following: 

(1) Benefits not subject to requirements: 

(A) Coverage only for accident or disability income insurance, or 
any combination thereof; 

(B) Coverage issued as a supplement to liability insurance; 

(C) Liability insurance, including general liability insurance and 
automobile liability insurance; 

(D) Workers’ compensation or similar insurance; 

(E) Automobile medical payment insurance; 

(F) Credit-only insurance; 

(G) Coverage for on-site medical clinics; 

(H) Other similar insurance coverage, specified in regulations, 
under which benefits for medical care are secondary or incidental to 
other insurance benefits; 

(2) Benefits not subject to requirements if offered separately: 

(A) Limited scope dental or vision benefits; 
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(B) Benefits for long-term care, nursing home care, home health 
care, community-based care, or any combination thereof: 
(C) Such other similar, limited benefits as specified in rules; 
(3) Benefits not subject to requirements if offered as independent, 
noncoordinated benefits: 
(A) Coverage only for a specified disease or illness; and 
(B) Hospital indemnity or other fixed indemnity insurance; and 
(4) Benefits not subject to requirements if offered as a separate 
insurance policy. Medicare supplemental health insurance as defined 
under section 1882(g)(1) of the Social Security Act, coverage supple- 
mental to the coverage provided under United States Code Title 10, 
Chapter 55, and similar supplemental coverage provided to coverage 
under a group health plan. 


History. Acts 1997, No. 997, § 1; 2019, substituted “rules” for “regulations” in 
No. 315, § 2748. (2)(C). 
Amendments. The 2019 eeoniment 


23-86-311. Guaranteed renewability of coverage for employers 
in the group market. 7 


(a) In Generat. Except as provided in this section, if a health 
insurance issuer offers health insurance coverage in the small-group 
market or the large-group market in connection with a group health 
plan, the issuer must renew or continue in force that coverage at the 
option of the plan sponsor. 

(b) GeneraL Exceptions. A health insurance issuer may nonrenew or 
discontinue health insurance coverage offered in connection with a 
group health plan in the small-group market or the large-group market 
based only on one (1) or more of the following: | 

(1) NonpayMent or Premiums. The plan sponsor has failed to pay 
premiums or contributions in accordance with the terms of the health 
insurance coverage or the health insurance issuer has not received 
timely premium payments; 

(2) Fraup. The plan sponsor has performed an act or practice that 
constitutes fraud or made an intentional misrepresentation of material 
fact under the terms of the coverage; 

(3) VioLaTION OF ParTICIPATION OR CONTRIBUTION Ru.es. The plan sponsor 
has failed to comply with a material plan provision relating to employer 
contribution or group participation rules in the case of the small-group 
market or pursuant to applicable Arkansas law in the case of the 
large-group market; 

(4) Termination oF Coverace. The issuer is ceasing to offer coverage in 
such a market in accordance with subsection (c) of this section and 
applicable state law; 

(5) Movement Outsipe Service Arga. In the case of a health insurance 
issuer that offers health insurance coverage in the market through a 
network plan, there is no longer any enrollee in connection with the 
network plan who lives, resides, or works in the service area of the 
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health insurance issuer, or in the area for which the health insurance 
issuer is authorized to do business, and, in the case of the small-group 
market, the health insurance issuer would deny enrollment with 
respect to the network plan under § 23-86-312(c)(1)(A); 

(6) Association Mempersuip Crasss. In the case of health insurance 
coverage that is made available in the small-group market or the 
large-group market, as the case may be, only through one (1) or more 
bona fide associations, the membership of an employer in the bona fide 
association on the basis of which the coverage is provided ceases but 
only if the coverage is terminated under this subdivision (b\(6) uni- 
formly without regard to any health status-related factor relating to 
any covered individual; 

(7A) Lf a health insurance issuer nonrenews or discontinues group 
health insurance coverage under subdivision (b)(1) of this section, the 
health insurance issuer shall provide written notice to the individual 
employees insured under the group health plan so that the employees 
will have no fewer than fourteen (14) days to acquire alternative 
health coverage without loss of creditable coverage due to a break in 
coverage, as provided under § 23-86-304(d)(4). 

(B) The Insurance Commissioner shall determine by rule the form, 
content, and timing of the notice under subdivision (b)(7)(A) of this 
section. 

(c) RequirEMENTS FoR Unirorm TERMINATION OF COVERAGE. 

(1) ParticuLar Type or Coverace Not Orrerep. In any case in which a 
health insurance issuer decides to discontinue offering a particular type 
of group health insurance coverage offered in the small-group market or 
the large-group market, coverage of this type may be discontinued by 
the health insurance issuer in accordance with Arkansas law in such a 
market only if: 

(A) The health insurance issuer provides notice to each plan 
sponsor provided coverage of this type in such a market and partici- 
pants and beneficiaries covered under that coverage of the discon- 
tinuation at least ninety (90) days prior to the date of the discontinu- 
ation of the coverage; 7 

(B) The health insurance issuer offers to each plan sponsor pro- 
vided coverage of this type in such a market the option to purchase all 
or, in the case of the large-group market, any other health insurance 
coverage currently being offered by the health insurance issuer to a 
group health plan in such a market; and 

(C) In exercising the option to discontinue coverage of this type 
and in offering the option of coverage under subdivision (c)(1)(B) of 
this section, the health insurance issuer acts uniformly without 
regard to the claims experience of those sponsors or any health 
status-related factor relating to any participants or beneficiaries 
covered or new participants or beneficiaries who may become eligible 
for that coverage. | 
(2) DiIscoNTINUANCE OF ALL COVERAGE. 

(A) In Generat. In any case in which a health insurance issuer 
elects to discontinue offering all health insurance coverage in the 
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small-group market or the large-group market, or both markets in 

this state, health insurance coverage may be discontinued by the 

health insurance issuer only in accordance with Arkansas law and if: 
(i) The health insurance issuer provides notice to the Insurance 

Commissioner and to each plan sponsor and participants and benefi- 

ciaries covered under the coverage of the discontinuation at least one 

hundred eighty (180) days prior to the date of the discontinuation of 
the coverage; and 

(ii) All health insurance issued or delivered for issuance in this 
state in the market or markets is discontinued and coverage under 
the health insurance coverage in the market or markets is not 
renewed. | 

(B) Prourpition oN Market Reentry. In the case of a discontinuation 
under subdivision (c)(2)(A) of this section in a market, the health 
insurance issuer may not provide for the issuance of any health 
insurance coverage in the market in this state during the five-year 
period beginning-on the date of the discontinuation of the last health 
insurance coverage not so renewed. 

(d) Exception ror Unirorm MopiricaTion or Coverace. At the time of 
coverage renewal, a health insurance issuer may modify the health 
insurance coverage for a product offered to a group health plan: 

(1) In the large-group market; or 

(2) In the small-group market if, for coverage that is available in 
such a market other than only through one (1) or more bona fide 
associations, such a modification is consistent with Arkansas law and 
effective on a uniform basis among group health plans with that 
product. | 

(e) APPLICATION TO COVERAGE OFFERED Onty THRouGH AssocrATIONs. In 
applying this subsection in the case of health insurance coverage that is 
made available by a health insurance issuer in the small-group market 
or the large-group market to employers only through one (1) or more 
associations, a reference to “plan sponsor” is deemed, with respect to 
coverage provided to an employer member of the association, to include 
a reference to such an employer. 


History. Acts 1997, No. 997, § 1; 2003, deleted “or regulation” following “rule” in 
No. 859, § 1; 2019, No. 315, § 2749. (b)(7)(B). 
Amendments. The 2019 amendment 


SUBCHAPTER 4 — FREEDOM or CHoIcE AMonG Hearty Benerir PLANs 
Act or 1999 


SECTION. 
23-86-404. Optional health benefit plans. 


23-86-404. Optional health benefit plans. 


(a) A health maintenance organization may offer and issue health 
benefit plans that reimburse or arrange for covered healthcare services 
_to covered persons through a limited network plan if: 
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(1) The health maintenance organization provides itself, or arranges 
through an insurance company, for an annual option for covered 
persons to choose a health benefit plan or a point-of-service plan that 
reimburses or arranges for the covered healthcare services from any 
healthcare provider qualified to render the covered healthcare services; 

(2) The difference in the benefit level of the optional health benefit 
plan or point-of-service plan shall not exceed twenty-five percent (25%) 
of the benefit level under the limited benefit plan; 

(3) The employer or other group contract holder contracting with the 
health maintenance organization for a health benefit plan shall provide 
an equal contribution per covered person regardless of which option the 
covered person chooses pursuant to the provisions of this subchapter; 
and _ | 

(4) Under the optional health benefit plan or point-of-service plan, 
the rate of reimbursement for healthcare providers out of the network 
shall be no higher than the normal and usual and customary rate 
charged by those out-of-network providers on a regular basis, provided 
that copayment, coinsurance, and other cost-sharing features may be 
different for out-of-network providers and in-network providers. 

(b)(1) The pricing of the optional health benefit plan or point-of- 
service plan must provide an expected incurred loss ratio of not less 
than eighty percent (80%). 

(2) The Insurance Commissioner shall promulgate rules as may be 
necessary to implement the provisions of this subchapter and to ensure 
that the price of the option provided in this section bears a reasonable 
relationship to the costs and benefits of the limited network plan. 

(c) This subchapter shall apply to any health benefit plan issued or 
renewed on or after January 1, 2000. 


History. Acts 1999, No. 1469, § 4; deleted “and regulations” following “rules” 


2019, No. 315, § 2750. in (b)(2). 
Amendments. The 2019 amendment 


SUBCHAPTER 5 — SMALL EMPLOYER HEALTH INSURANCE PURCHASING 


Group Act or 2001 
SECTION. SECTION. 
23-86-502. Definitions. 23-86-505. Notice requirements. 
23-86-503., Health insurance purchasing 23-86-507. Filing and form filing require- 
group. organization § re- ments. 
quirements. 23-86-511. Rules. 


23-86-504. Health insurance purchasing 
group health benefits cov- 
erage requirements. 


23-86-502. Definitions. 


As used in this subchapter: 

(1) “Commissioner” means the Insurance Commissioner; 

(2). “Eligible employee” means an employee or individual who is a 
full-time employee of an eligible employer and is qualified to enroll in a 
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oup; 

(3) “Eligible employer” means an employer employing no more than 
one hundred ninety-nine (199) eligible employees; 

(4)(A) “Employer”, “employee”, and “dependent”, unless otherwise 

defined in this section, shall have the meanings applied to the terms 

with respect to the coverage under the laws of the state relating to the 
coverage and the issuer. 

(B) “Employer” includes a self-employed individual; 

(5) “Full time” means employees working at least thirty (30) hours 
per week for an eligible employer; 

(6) “Health benefits plan” means a group plan, group policy, or group 
contract for healthcare services, issued or delivered by a health insur- 
ance purchasing group health carrier, excluding plans, policies, or 
contracts providing healthcare benefits or healthcare services pursuant 
to Arkansas Constitution, Article 5, § 32, the Workers’ Compensation 
Law, § 11-9-101 et seq., the Public Employee Workers’ Compensation 
Act, § 21-5-601 et seq., and the no-fault medical and hospital benefit 
requirements under § 23-89-202; 

(7) “Health insurance purchasing group” means a health insurance 
purchasing group meeting the requirements of this subchapter; 

(8) “Health insurance purchasing group health carrier” means a 
health insurer, health maintenance organization, or hospital and medi- 
cal service organization; 

(9) “Health insurer” means an insurer licensed to transact group 
accident and health insurance in this state; 

(10) “Health maintenance organization” means a health mainte- 
nance organization as defined in § 23-76-102 that is licensed to 
transact business in this state as a health maintenance organization 
under § 23-76-107; 

(11) “Hospital and medical service corporation” means a hospital and 
medical service corporation as defined in § 23-75-101 that is licensed to 
transact business in this state as a hospital and medical service 
corporation under § 23-75-107; 

(12) “Large group” means a combination of two (2) or more eligible 
employers belonging to a health insurance purchasing group; 

(13) “Member” means an individual enrolled for health benefits 
coverage in a health insurance purchasing group; 

(14) “Purchaser” means an eligible employer that has contracted 
with a health insurance purchasing group for the purchase of health 
benefits coverage; ) 

(15)(A)G) “State-mandated health benefits’ means coverages for 

healthcare services or benefits required by state law or state rules 

requiring the reimbursement or utilization related to a specific health 

illness, injury, or condition of the covered person or the inclusion of a 

specific category of licensed healthcare practitioner to be provided to 

the covered person in a health benefits plan for a health-related 
condition of a covered person. 
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(ii) However, for the purposes of the options provided by this 
subchapter, state-mandated health benefits that may be excluded, in 
whole or in part, shall not include any healthcare services or benefits 
that were mandated by Acts 1971, No. 34. 

(B) “State-mandated health benefits” does not mean standard 
provisions or rights required to be present in a health benefit plan 
pursuant to state law or state rules unrelated to a specific health 
illness, injury, or condition of the insured, including, but not limited 

_ to, those related to continuation of benefits in § 23-86-114, or 
entitlement to a conversion policy under § 23-86-115; and 
(16) “Total eligible employees” means five hundred (500) or more 
eligible employees. 


History. Acts 2001, No. 925, § 2; 2005, substituted “rules” for “regulations” in 
No. 2159, §§ 1, 2; 2019, No. 315, § 2751. (15)(A)Gi) and (15)B). 
Amendments. The 2019 amendment 


23-86-503. Health insurance purchasing group organization re- 
quirements. 


(a) Each health insurance purchasing group shall be a nonprofit 
corporation operated under the direction of a board of directors that is 
composed of five (5) representatives of eligible employers. 

(b)(1)(A) Each health insurance purchasing group shall be composed 

of at least five hundred (500) eligible employees from one (1) or more 

eligible employers. 

(B) However, a health insurance purchasing group shall have 
twelve (12) months from the time of formation to reach the level of 
five hundred (500) eligible employees. 

(C) At the time of formation, the health insurance purchasing 
group shall have at least one hundred (100) eligible employees. 
(2)(A) Upon the failure of a health insurance purchasing group to 
maintain the required size restrictions described in this subsection, 
the health insurance purchasing group shall notify the Insurance 
Commissioner in writing that the health insurance purchasing group 
does not comply with the size requirements under subdivision (b)(1) 
of this section. 

(B) The health insurance purchasing group may then continue to 
operate the health benefits plan for its members but shall comply 
within sixty (60) calendar days with the size requirements of this 
section or within a time period as determined by the commissioner. 

(C) Upon the failure of the health insurance purchasing group to 
maintain size requirements as required under this section, after sixty 
(60) calendar days or after the time period determined by the 
commissioner, the health insurance purchasing group may then be 
terminated following notice and hearing before the commissioner. 
(c)(1)(A) Subject to the provisions of this subchapter, a health insur- 
ance purchasing group shall permit any eligible employer that meets 
the membership requirements of the health insurance purchasing 
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group to contract with the health insurance purchasing group for the 
purchase of a health benefits plan for its eligible employees and 
dependents of those eligible employees. 

(B) The health insurance purchasing group may not vary nee 

tions of eligibility, including premium rates and membership fees, for 
any employer meeting the membership requirements of the health 
insurance purchasing group, nor may it vary conditions of eligibility 
for any employee to qualify for a health insurance purchasing group 
health benefits plan offered to the eligible employer by the health 
insurance purchasing group. 
(2)(A) A contract shall provide that the purchaser agrees not to 
obtain or sponsor a health benefits plan on behalf of any eligible 
employees and their dependents other than through the health 
insurance purchasing group. 

(B) Subdivision (c)(2)(A) of this section shall not be construed to 
apply to an eligible individual who resides in an area for which no 
coverage is offered by a health insurance purchasing group health 
carrier. 

(3)(A)G) Under rules established to carry out this subchapter with 
respect to an eligible employer that has a purchaser contract with a 
health insurance purchasing group, individuals who are eligible 
employees of an eligible employer may enroll for a health benefits 
plan offered by a health insurance purchasing group health carrier. 
(ii) This may include coverage for dependents of the enrolling 
employees if this coverage is offered. 
(B) The employees may enroll for health benefits provided through 
their employer’s contract with a health insurance purchasing group. 
(4) A health insurance purchasing group shall not deny enrollment 
as a member to an individual who is an eligible employee or dependent 
of an employee qualified to be enrolled based on health status-related 
factors except as may be permitted by law. | 

(5) In the case of members enrolled in a health benefits plan offered 
by a health insurance purchasing group health carrier, the health 
insurance purchasing group shall provide for an annual open enroll- 
ment period of thirty (30) calendar days during which the members may 
change the coverage option in which the members are enrolled. 

(6)(A) Nothing in this subsection shall preclude a health insurance 

purchasing group from establishing rules of employee eligibility for 

enrollment and reenrollment of members during the annual open 

enrollment period under subdivision (c)(5) of this section. 

(B) The rules shall be applied consistently to all purchasers and 
members within the health insurance purchasing group and shall not 
be based in any manner on health status-related factors and shall not 
conflict with sections of this subchapter. 

(d)(1) Each health insurance purchasing group shall annually file 
with the commissioner a description of its: 


(A) Plan of operation, including each of the products it intends to 
sell; 
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(B) Marketing methods and materials; and 
(C) Membership and disclosure requirements or other information 
as required by the commissioner through rules. 

(2) The plan of operation filed with the commissioner by the health 
insurance purchasing group pursuant to this subsection shall be 
deemed approved sixty (60) calendar days after the date of filing unless 
additional time is requested by the commissioner to review the plan. 

(e) Each health insurance purchasing group shall be considered a 
large group for purposes of application of the Arkansas Insurance Code 
to the activities and health benefit plans of the health insurance 
purchasing group unless stated otherwise in this subchapter. 

(f) No purchaser, health insurance purchasing group, health main- 
tenance organization, or health insurer providing coverage to a health 
insurance purchasing group shall be subject to any provisions in 
§ 26-57-601 et seq. for insurance premiums collected for health benefit 
plans of health insurance purchasing groups. 


History. Acts 2001, No. 925, § 3; 2003, deleted “and regulations” following “rules” 
No. 1358, § 1; 2019, No. 315, § 2752. in (d)(1)(C). 
Amendments. The 2019 amendment 


23-86-504. Health insurance purchasing group health benefits 
coverage requirements. 


(a)(1) In conjunction with a health insurance purchasing group 
health carrier, each health insurance purchasing group that offers 
health benefit plans to small employers as defined by § 23-86-303 shall 
guarantee the availability of coverage to small employers as required by 
§ 23-86-312(a). | 

(2) All health benefit plans provided through a health insurance 
purchasing group shall be offered at rates, including employer’s and 
employees’ share, on a policy-specific or product-specific basis that may 
vary only as permitted under law. 

(b) Subject to subsection (c) of this section, a health insurance 
purchasing group shall not offer a health benefits plan that unfairly 
discriminates against eligible employees. 

(c) Nothing in this subchapter shall be construed as requiring a 
health insurance purchasing group health carrier to provide coverage 
outside the service area of the insurer or organization. 

(d) Each health insurance purchasing group shall provide a health 
benefits plan only through contracts with health insurance purchasing 
group health carriers and shall not assume insurance risk with respect 
to the coverage. | 

(e) Except as provided in this subchapter, the health insurance 
purchasing group may provide a health benefits plan in whole or in 
part, not subject to state-mandated health benefits, except those 
required in the Arkansas Health Insurance Portability and Account- 
ability Act of 1997, § 23-86-301 et seq. 
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(f) The health insurance purchasing group shall offer at least two (2) 
types of plans including one (1) plan providing a choice of deductibles 
with state-mandated health benefits. 

(g) The health insurance purchasing group may also offer a health 
benefits plan not subject to state-mandated health benefits that does 
not contain standard provisions or rights required to be present in a 
health benefits plan pursuant to law or regulations unrelated to a 
specific health illness, injury, or condition of the insured, for the 
provisions as may be determined by rules of the Insurance Commis- 
sioner. 

(h)(1) Every health benefits plan offered through a health i insurance 
purchasing group shall: 

(A) Be underwritten by a health insurance "purchasing group 
health carrier that: 

(i) Is licensed or otherwise regulated exter state law: : 

(ii) Meets all applicable state standards relating to consumer 
protection, including, but not limited to, state solvency and market 
conduct; and 

(iii) Offers the coverage under a contract with the health insurance 
purchasing group; 

(B) Be approved or otherwise. permitted. to be offered under law; 

(C) Provide full portability of creditable coverage for individuals 
who remain members of the same health insurance purchasing 
group, notwithstanding that they change the eligible employer 
through which they are members; and 

(D) Comply with the provisions of the Arkansas Insurance Code in 
their sales and solicitation of insurance, including, but not limited to, 
the Trade Practices Act, § 23-66-201 et seq., and the requirements of 
§§ 23-64-102(1) and 23-64-201 that all insurance must be sold by an 

- agent licensed by the State Insurance Department. 

(2)(A) Any agent referenced in subdivision (h)(1)(D) of this section 

shall be required to obtain at least two (2) hours of continuing 

education on a health insurance purchasing group or the plans the 

health insurance purchasing group sponsors each year, or both. 7 

(B) The requirement in subdivision (h)(2)(A) of this section shall be — 
considered as part of the continuing education requirements provided 
in § 23-64-301 and shall not preempt or conflict with the provision. 
(i) A health insurance purchasing group shall be exempt from the 

requirements of § 23-86-201 et seq. 

(j) Nothing in this subchapter shall be construed as precluding a 
health insurance purchasing group health carrier from offering a 
health benefits plan through a health insurance purchasing group by 
establishing premium discounts for members or from modifying other- 
wise applicable copayments or deductibles in return for adherence to 
programs of health promotion and disease prevention, so long as the 
programs are agreed to in advance by the health insurance purchasing 
group and comply with all other provisions of this subchapter and do 
not discriminate among similarly situated members. 
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History. Acts 2001, No. 925, § 4; 2003, Amendments. The 2019 amendment 
No. 1358, § 2; 2005, No. 2159, § 3; 2019, deleted “and regulations” following “rules” 
No. 315, § 2753. in (g). 


23-86-505. Notice requirements. 


In each sale of a health benefits plan to a proposed eligible employer 
through a health insurance purchasing group in which the health 
insurance purchasing group offers an option to an eligible employer to 
obtain a health benefits plan that, either in whole or in part, does not 
provide state-mandated health benefits or does not contain standard 
provisions as may be determined by rules of the Insurance Commis- 
sioner, the health insurance purchasing group, after the employer has 
selected its health benefit plan, shall provide to each eligible employee 
of the employer a written notice, in a form and manner as prescribed by 
rule promulgated by the commissioner, that one (1) or more mandated 
benefits are not included in the health benefit plan. 


History. Acts 2001, No. 925, § 5; 2003, deleted “and regulations” following “rules” 
No. 1358, § 3; 2019, No. 315, § 2754. in the text. 
Amendments. The 2019 amendment 


23-86-507. Filing and form filing requirements. 


Each health insurance purchasing group shall file forms as may be 
described by rules of the Insurance Commissioner. 


History. Acts 2001, No. 925, § 7; 2019, deleted “and regulations” following “rules” 
No. 315, § 2755. in the text. 
Amendments. The 2019 amendment 


23-86-511. Rules. 


The Insurance Commissioner may promulgate rules necessary to 
implement the provisions of this subchapter. 


History. Acts 2001, No. 925, § 11; substituted “rules” for “regulations” in the 
2019, No. 315, § 2756. section heading and the text. 
Amendments. The 2019 amendment 


CHAPTER 87 


MODEL ACT FOR THE REGULATION OF CREDIT LIFE 
INSURANCE AND. CREDIT DISABILITY INSURANCE 


SECTION. SECTION. 
23-87-115. Claims. 23-87-118. Enforcement. 
23-87-117. Compensation limited. 


23-87-115. Claims. 


(a) All claims shall be promptly reported to the insurer or its 
designated claim representative, and the insurer shall maintain ad- 
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equate claim files. All claims shall be settled as soon as possible and in 
accordance with the terms of the insurance contract. 

(b) All claims shall be paid by check or draft of the insurer to the 
order of, or by electronic funds transfer to an account of, the claimant to 
whom payment of the claim is due pursuant to the policy provisions, or 
upon direction of the claimant, to one specified. 

(c) No plan or arrangement shall be used whereby any person, firm, 
or corporation other than the insurer or its designated claim represen- 
tative shall be authorized to settle or adjust claims. The creditor shall 
not be designated as claim representative for the insurer in adjusting 
claims, except that a group policyholder, by arrangement with the 
group insurer, may draw drafts or checks in payment of claims due to 
the group policyholder subject to audit and review by the insurer. 


History. Acts 1959, No. 148, § 439; Amendments. The 2021 amendment 
1983, No. 477, § 1; A.S.A. 1947, § 66- inserted “or by electronic funds transfer to 
3813; Acts 2021, No. 367, § 23. an account of” in (b). 


23-87-117. Compensation limited. 


(a)(1) In order to assure that the premium rates charged or to be 
charged for credit life insurance or credit disability insurance are 
reasonable in relation to benefits provided, the Insurance Commis- 
sioner, after due notice and hearing, may issue rules establishing the 
maximum compensation payable.to an agent, a broker, or a creditor or 
any affiliate, associate, subsidiary, director, officer, employee, or other 
representative of or for the creditor for writing or handling the 
insurance, including commission, dividends, premium adjustments, 
policy writing fees, underwriting gain, or any compensation or remu- 
neration in whatever form. 

(2) An insurer may disclose the amount of commission or compensa- 
tion payable to an agent, broker, or creditor under this section. 

(b) Provided, the term “compensation” as defined and used in this 
section shall not be deemed to include reinsurance premiums paid to, or 
underwriting profits generated by, an insurer or reinsurer owned by, 
controlled by, or under common control with a credit insurer, an agent, 
broker, creditor, group of creditors, or any affiliate, associate, subsid- 
iary, director, officer, employee, or other representative of, or for such a 
credit insurer, creditor, or group of creditors, on accounts in existence 
with such an insurer or reinsurer on January 17, 1989, that have been 
registered with the commissioner within twenty (20) days of July 3, 
1989, in accordance with pertinent rules promulgated by the commis- 
sioner. 

(c) Provided further, any and all payments to all direct and indirect 
successors in interests whether through purchase, gift, devise, or 
otherwise, related to all accounts registered under this section shall 
also not be deemed compensation. 
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History. Acts 1959, No. 148, § 441; Amendments. The 2019 amendment 
1985, No. 950, § 1; A.S.A. 1947, § 66- deleted “and regulations” following “rules” 
3815; Acts 1989, No. 177, § 1; 1989, No. in (a)(1), and in (b). 

843, § 1; 2003, No. 1794, § 6; 2019, No. 
315, §§ 2757, 2758. 


i 


23-87-118. Enforcement. 


(a) After notice and hearing, the Insurance Commissioner may issue 
such rules as the commissioner deems appropriate for the supervision 
of this chapter. 

(b)(1) Whenever the commissioner finds that there has been a 
violation of this chapter or any rules issued pursuant thereto, and after 
written notice thereof and hearing given to the insurer or other person 
licensed by the commissioner, the commissioner shall set forth the 
details of his or her findings together with an order for compliance by a 
specified date. 

(2) The order shall be binding on the insurer and other person 
licensed by the commissioner on the date specified unless sooner 
withdrawn by the commissioner or a stay thereof has mae ordered by 
a court of competent jurisdiction. 


History. Acts 1959, No. 148, § 442; Amendments. The 2019 amendment 
A.S.A. 1947, § 66-3816; Acts 2019, No. deleted “and regulations” following “rules” 
315, § 2759. in (a). 
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